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ABSTRACT 

Women who had no health insurance or who were 
enrolled in Medicaid were interviewed to determine the extent of 
their prenatal care. Those most likely to obtain insufficient care 
were the women who were uninsured, poorly educated, Black or 
Hispanic, or teenagers from large urba: areas. Barriers to earlier or 
more frequent prenatal care were the following: (1) lack of money O 
pay for the care; (2) lack of. transportation to the health care 
provider; and (3) unawareness of pregnancy. More research is needed 
on the provision of prenatal care especially for poor urban 
populations. It is recommended that Medicaid eligibility be expanded 
to reduce lack of money as a barrier. Block grants should be awarded 
for the development of local prenatal care services. Appendices, 
tables, and figures provide the statistical information that informs 
the conclusions. (VM) 
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Executive Surnmary 



More than $2.5 billion is spent annually on neonatal intensive care ser- 
vices in the United States, primarily for low birth- weight babies. Early 
and continuing prenatal care plays an important role in preventing low 
birth weight and infant mortality. Babies borr. to women who received 
no prenatal care are three times more likely to be of low birth weight 
than those whose mothers received early care. Also, low birth-weight 
babies are about 40 times more likely to die during the first 4 .veeks of 
life than normal birth-weight babies. 

Adequate prenatal care is especially important for low-income, minor- 
ity, and adolescent women who are regarded as medically high-risk 
groups. According to the National Academy of Sciences' Institute of 
Medicine, for every dollar spent on prenatal care for high-risk women, 
over three dollars could be saved in the cost of care for low birth-weight 
infants. 

In response to a request from the Chairman of the Subcommittee on 
Human Resources and Intergovernmental Relations, House Committee 
on Government Operations, gag interviewed 1,157 women in 32 commu- 
nities in 8 states (see table I.l) to determine (1) the timing and number 
of their prenatal care visits and (2) the barriers they perceived as 
preventing them from obtaining care earlier or more olten. 

The women interviewed either had no health insurance or were enrolled 
under the Medicaid program (a federally aided, state-run medical assis- 
tance program for low-income persons). 



Purpose 



Background According to the American College of Obstetricians and Gynecologists, 

^ every pregnant woman should begin a comprehensive program of prena- 

tal care as early in the pregnancy as possible. A woman with a typical 
40-week pregnancy should see a doctor or other health care provider 
about 13 times, women with medical complications more often. 

In 1984, 17 percent of women of reproductive age lacked insurance to 
pay for prenatal care and another 9 percent had only Medicaid cover- 
age, according to a s^udy based on census data. In addition to Medicaid 
funds, federal financing for prenatal ser\ices is also available to states 
and communities through Maternal and Child Health block grants. 

As of 1985, the United States had made virtually no progress in meeting 
goals set in 1980 by the Surgeon General for (1) reducing the percentage 
of babies born with low birth weight to no more than 5 percent of live 
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births and (2) ensuring that 90 percent of all pregnant women obtain 
care within the first 3 months of pregnancy. 



Results in Brief 



Of the women interviewed, about 63 percent obtained prenatal care that 
GAO deemed insufficient because they did not begin care within the first 
3 months of their pregnancy or made eight or fewer visits for care. 
Insufficient prenatal care was a problem for women of all childbearing 
ages, of all races, and from all sizes of coramui.^ties. Compared with a 
group of w^omen with private health insurance. Medicaid recipients and 
uninsured women began care later and made fewer visits. While 6.8 per- 
cent of births nationwide are of low birth weight, 12.4 percent of the 
babies bom to the women gag interviewed were of low birth weight. 

Barriers to earlier or more frequent prenatal care varied according to 
such factors as age, race, and size of community, with about half of the 
women citing multiple barriers. Three barriers predominated in virtually 
every demographic group of women — lack of money to pay for care, 
lack of transportation to the provider of care, and unawareness of preg- 
nancy. The importance of these and other barriers differed, however, by 
community. 

A comprehensive effort is needed to identify the primary barriers in a 
community, develop programs to overcome those barriers, and evaluate 
their effectiveness in improving access to prenatal care. Although the 
solutions must be designed to meet the needs of individual communities, 
federal funds are available to assist states and communities in such 
efforts. Further, money spent to expand prenatal care services should 
be more than offset by decreased newborn intensive-care costs. 



Principal Findings 



Care Often Obtained Too 
Late or Too Infrequently 



The percentage of Medicaid recipients and uninsured women who had 
insufficient care ranged from 14 percent in Kingston, New York, to 82 
percent in Montgomery, Alabama. In 20 of the 32 communities gaO stud- 
ied, 50 percent or more of the interviewed women had insufficient care. 

Most likely to obtain insufficient prenatal care were women who were 
uninsured, poorly educated, black or Hispanic, teenagers, or from the 
largest urban areas. Most likely to obtain adequate care were women 
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who were in rural communities, v/ell educated, white, in their early 30's, 
or Medicaid recipients. (See pp. 19 to 27.) 



Privately Insured Women 
Obtain Care Earlier, Xjre 
Often 



Comparing a group of privately insured women with gao's study group 
of Medicaid recipients and uninsured women (both groups without medi- 
cal complications and from the same 32 conununities), gaO found that 
the privately insured women were much more likely to begin care early 
in the pregnancy and see a health care provider frequently. Overall, 81 
percent of the privately insured women began care in the first 3 months 
of their pregnancy and made nine or more visits for care compared with 
36 percent of the women with Medicaid coverage and 32 percent of 
women with no health insurance. Only 2 percent of privately insured 
women began care during the last 3 months of pregnancy or made four 
or fewer visits compared with 16 percent of the Medicaid recipients and 
24 percent of the uninsured women. (See pp. 27 to 31.) 



Lack of Money a Problem Lack of money was cited as the most important barrier to earlier or 

more frequent prenatal care by 17 percent of women who obtained 
insufficient care. The availability of free prenatal care appears to signif- 
icantly reduce the importance of this barrier. Women who can obtain 
free care under Medicaid were less likely to cite lack of money as a bar- 
rier (10 percent) than uninsured women where the availability of free 
care was more limited (23 percent). Also, in communities that provide 
free care to uninsured women, the importance of this barrier was 
reduced. (See pp. 38 to 39.) 



Few Proven Prenatal The states and communities gaO visited had a wide range of initiatives 

Programs improving access to prenatal care (see app. XIV), but there was little 

information on their effectiveness. Although the Maternal and Child 
Health block grant program has funded demonstration projects designed 
to improve access to prenatal care, their results often were not widely 
disseminated. (See pp. 58 to 62.) 



Expanded Medicaid As of June 1987, 19 states had expanded Medicaid eligibility to pregnant 

Eligibility women with incomes of up to 100 percent of the federal poverty level, 

an option authorized by the Omnibus Budget Reconciliation Act ^ ^ 1986. 
States doing so could significantly reduce lack of money as a barrier to 
prenatal care, particularly in the southeast, where many people with 
low incomes are not eligible for Medicaid. No states had implemented 
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presumptive eligibility — providing free care while a woman's applica- 
tion for Medicaid is being processed — also allowed by the Act. 

If all states fully implemented the Act's provisions for expanded Medi- 
caid coverage of pregnant women, the fiscal year 1987 cost would be 
about $190 million, the Ck)ngressional Budget Office estimated. But, the 
Committee on the Budget, House of Representatives, reported that such 
costs should be offset by savings from reduced intensive care and long- 
term institutional costs. Professional services associated with prenatal 
care cost an estimated $400 (excluding labor and delivery costs) com- 
pared with newborn intensive care costs averaging about $14,700 for 
each low birth-weight infant. (See pp. 47 to 51.) 



Increasing Medicaid Some health care organizations suggest that increasing Medicaid reim- 

Reimbursement bursement rates for maternity services would improve access to prena- 

tal care. Few of the women gag interviewed, however, had problems 
finding a health care provider to see them. About 61 percent obtained 
care at a hospital or public health clinic. Although increased reimburse- 
ment might expand the choices of providers available to Medicaid-eligi- 
ble women — an important goal — it would not, in gag's opinion, improve 
access to care as much as using limited resources to expand Medicaid 
eligibility. (See pp. 51 to 55.) 



Limited Block Grant Funds All 19 states and territories surveyed by the Southern Regional Task 

Force on Infant Mortality said that funds from Maternal and Child 
Health bloc' grants were insufficient for needed prenatal services. 
States can more effectively use limited funds by (1) shifting costs cur- 
rently covered by the block grants to the Medicaid program through 
expanded eligibility, (2) allocating a greater portion of Maternal and 
Child Health block grant funds to prenatal care services, or (3) transfer- 
ring funds from othi3r block grant programs to the Maternal and Child 
health program. (See pp. 55 to 58.) 



Recommendations making several recommendations to the Secretary of hhs to assist 

states in developing comprehensive programs to improve access to pre- 
natal care for Medicaid recipients and uninsured women. (See p. 66.) 



Agency Comments ^^^^ obtain agency comments on a draft of this report. 
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Chapter 1 



Introduction 



The Chairman of the Subcommittee on Human Resources and Intergov- 
ernmental Relations, House Committee on Government Operations, 
asked us to 

• assess the adeauacy of prenatal care obtained by Medicaid' recipients 
and uninsured women (in terms of number of visits to a health profes- 
sional and timing of the first visit); 

• identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 

• identify federal, state, and local programs to overcome such barriers. 



What Is Prenatal 
Care? 



P ^natal care is defined as pregnancy-related health care services pro- 
vided betwee"' onceptiori and delivery. According to the American 
Academy of Pediatrics and the American College of Obstetricians and 
Gynecologists (acog), j'^ 1 care involves 

monitoring tne healti tatus of the woman, 

providing patient information to foster optimal health, good dietary 
habits, and proper hygiene, and 

providing appropriate psychological and social support. 

The health status of the woman is monitored through a series of prena- 
tal care visits to an obstetrician or other health care provider, such as a 
family practitioner or nurse midwife. These visits provide an opportu- 
nity to develop a medical history, perform physical examinations and 
laboratory tests, establish an expected delivery date, and assess any 
risks to the pregnancy (such as drug or alcohol abuse or diabetes). 



How Much Prenatal 
Care Is Necessary? 



In its prenatal care standards, acog recommends that every woman have 
a comprehensive program of prenatal care beginning as early in the first 
trimester (3 months) of .he pregnancy as possible. According to the 
standards, a woman v/ith an uncomplicated pregnancy generally should 
be seen every 4 weeks for the first 28 weeks of pregnancy, every 2 to 3 
weeks for the next 8 weeks, and weekly thereafter until delivery. For 
example, a woman should have approximately 12 prenatal visits for a 



'Medicaid, authorized under title XIX of the Social Security Act, is a federally aided, state-admmis- 
tered modical assistance program for low -income persons. Depending on a state's per capita income, 
tlie federal government pays from 50 to 79 percent of Medicaid costs for health j>er\'ices At the 
federal level, the progr<im is administered by the Health Caie h'lnancing Administration (HCFA) 
within the IXpartinent of ilealth mid iiunuui Services (UHS) 
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39-week pregnancy, 13 visits for a 40-week pregnancy, and 14 visits for 
a 41-week pregnancy. 

Women with medical or obstetric problems should be seen more fre- 
quently. Because the appropriate intervals for prenatal care visits for 
such women are based on the nature and severity of the problems, ACOG 
standards do not specify the number of visits recommended for such 
complicated pregnancies. 



Inf-^nt mortality is a serious problem in the United States. Nearly 40,000 
infants bom in 1984 died before their first birthday, a rate of 10.8 
infant deaths per 1,000 live births. Many industrialized countries have 
lower infant mortality rates than the United States. For example, 
according to a 1987 Children's Defense Fund study of infant mortality, 
the United States was tied for last place among 20 industrialized coun- 
tries. Specifically, infant mortality ranged from 6 infant deaths per 
1,000 live births in Finland, Iceland, and Japan to 1 1 infant deaths per 
1,000 live births in Belgium, the German Democratic Republic, the Fed- 
eral Republic of Germany, and the United States. While infant mortality 
rates declined in all 20 countries over the past 30 years, the relative 
ranking of the United g.ates has dropped from sixth to last. 

Low birth weight (5.5 pounds or less) is a major determinant of infant 
mortality. The approximately 254,000 low birth-weight infants (about 
6.8 percent of all births) born in 1985 were almost 40 times more likely 
to die during the first 4 \ ceks of life than normal birth-weight infants, 
according to medical expei ' nee. Also, 67 percent of infant deaths dur- 
ing the first 4 weeks of life and 50 percent of deaths in the first year of 
life were attributed to low birth weight. Low birth weight, in addition to 
increasing the risk of mortality, puts the survivors at increased risk of 
serious illness or lifelong handicaps. 

Early and continuing prenatal care plays an important role in prevent- 
ing low birth weight and poor pregnancy outcomes. According to the 
HHS, about 80 percent of the women at high risk of having a low birth- 
weight baby can be identified in the first prenatal visit, and interven- 
tions can be made to reduce the risks. Babies bom to women who receive 
no prenatal care are three times more likely to be of low birth weight 
than babies born to women who receive early care. For example, the 
National Center for Health Statistics reported that in 1985 the low birth 
weight rate was 18.9 percent among infants born to women with no pre- 
natal care compared with an overall incider of low birth weight of 6.8 



Why Is Adequate 
Prenatal Care 
Important? 



Page 13 



GAO/HRD.87.137 Prenatal Care 



Chapter I 
Introduction 



percent. Also, the March of Dimes Birth Defects Foundation has docu- 
mented nationally that a woman who has 13 to 14 prenatal visits has 
only a 2 percent chance of having a low birth- weight baby. Without any 
prenatal cart , the risk is over 9 percent. In an Oregon prepaid health 
care program, officials found that low birth weight, neonatal' mortality, 
and infant mortality were 1.5 to 5 times greater with late, less frequent 
prenatal care than with early, more frequent care. 

Prenatal care is especially important for low-income, minority, and ado- 
lescent women, who are regarded as medically high-risk groups. For 
example, in 1984, teenagers, who accounted for 13 percent of all births, 
were 1.^ times as likely to give birth to a low birth-weight infant as 
women in general. Similarly, 12.4 percent of black births were low birth 
weight compared with 5.6 percent of white births. 



How Does Poor 
Prenatal Care Affect 
Health Care Costs? 



The vast majority of newborn intensive-care costs are incurred for low 
birth-weight infants. According to the American Academy of Pediatrics, 
such costs in 1985 totaled $2.4-$3.3 billion and averaged $14,698 for 
each infant. Recent data collected in four New York hospitals revealed 
that 745 Medicaid newborns spent an average of 28 days in neonatal 
intensive care costing an average of $14,287 per case. Also, the costs for 
lifetime treatment for physical and mental disabilities, which are associ- 
ated with low birth weight, are estimated to be in the hundreds of 
thousands of dollars for an individual. 



In contrast, the average cost for professional services associated with 
prenatal care (excluding labor and delivery charges) has been estimated 
to be about $400. Several studies have found the cost of providing com- 
prehensive prenatal care to be less than the cost of providing medical 
care associated with poor birth outcome, including neonatal intensive 
care. For example, the Ajnerican Academy of Pediatrics reported in 
1984 that the cost-benefit estimates ranged from $2 to $10 saved for 
every dollar spent on prenatal care. 

Similarly, the Institute of Medicine estimated in 1985 that, for every $1 
spent on prenatal care, $3.38 could be saved in the costs of care for low 
birth-weight infants. The study focused on a target population of high- 
risk women who often do not begin prenatal care in the first trimester of 
pregnancy. It also assumed the low birth- weight rate of this target popu- 
lation, about 1 1.5 percent, would be reduced to 9 percent. 

^Thc neonatal pcTiod is the first 4 weeks after birth 
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What Progress Has 
Been Made in 
Improving Prenatal 
Care? 



In 1980, the Surgeon General of the United State \ set out specific and 
quantifiable objectives to improve infant health aad reduce infant mor- 
tality. Two of these objectives dealt with lov/ birth weight and prenatal 
care. Specifically, by 1990, 

no more than 5 percent of all live births should be of low birth weight 
(in no county or racial or ethnic subgroup of the population should more 
than 9 percent of all live births be of low birth weight) and 
90 percent of all pregnant women should obtain prenatal care within the 
first 3 months of pregnancy. 

However, as of 1985, the latest year for which data were available, vir- 
tually no progress in meeting these two objectives had been made. For 
example, in 1985 low birth-weight babies constituted 6.8 percent of all 
live births, and 12.4 percent of black babies were of low birth weight. 
These percentages are essentially unchanged from those in 1980. In 
addition, the percentage of women in the United States obtaining prena- 
tal care in the first trimester remained essentially the same from 1980 to 
1985 (76.3 versus 76.2 percent, respectively). 



How Many Women 
Have Insurance to 
Cover Prenatal Care? 



The Alan Guttmacher Institute developed a profile of medical coverage 
among women of reproductive age based on the U. S. Census Bureau's 
1984 Current Population Survey. This study found that 17 percent of 
w^omen aged 15-44 had no health insurance and 9 percent had Medicaid 
coverage. Young women and black and Hispanic women were more often 
without insurance. For example, while 17 percent of all women had no 
insurance, 26 percent of women 18-24 years old had no insurance. Simi- 
larly, 23 percent of black women and 26 percent of Hispanic women had 
no insurance. Higher proportions of black and Hispanic women also 
tended to be Medicaid recipients. For example, while 5 percent of white 
women were Medicaid recipients, 25 percent of black women and 17 per- 
cent of Hispanic women were Medicaid recipients. A 1985 Alan 
Guttmacher Institute survey found that about 15 percent of all deliv- 
eries are Medicaid-subsidized. 



Objectives, Scope, and p""^^'^ objectives were to 

Methodology . assess the adequacy of prenatal care (in terms of number of visits aitd 

trimester of the fiist visit) obtained by women who were enrolled in 
Medicaid or uninsured; 



ERIC 



^^^^ GAO/HRIV87 137 Prenatal Care 



Chapter 1 
Introduction 



• identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 

• identify federal, state, and local programs to overcome such barriers. 

Our work involved 

• interviewing 1,157 Medicaid recipients or uninsured women who deliv- 
ered over a 7-day period in 39 hospitals covering 32 communities in 8 
states (see table I.l) using a standardized questionnaire to determme the 
number and timing of prenatal care visit: and the barriers to earlier or 
more frequent care^ ; 

• validating questionnaire responses relating to number of visits and 
month of first visit by comparing them with the women's prenatal care 
medical records; 

• sending a questionnaire to a random sample of private-practice physi- 
cians or other prenatal care providers in the 32 communities studied to 
obtain data on the timing and number of prenatal care visits obtained by 
privately insured women; 

• obtaining assistance from officials from acOG, the Institute of Medicine, 
the Alan Guttmacher Institute, and the Children's Defense Fund in 
developing our approach and methodology and interpreting the results; 

• intei'viewing hhs and state and local officials to identify barriers to pre- 
natal care and programs to overcome those barriers; and 

• reviewing literature to determine the importance of prenatal care and 
programs to overcome barriers to care. 

The 32 communities in 8 states were selected to provide a mix of rural, 
medium-sized urban, an i large metropolitan areas in different parts of 
the country. The 39 hospitals were selected as the site of our interviews 
because they accounted for a large percentage of the deliveries of Medi- 
caid-enrolled and uninsured women in the communities. The hospitals, 
which voluntarily agreed to assist in our study, did not provide the pre- 
natal care to all of the women who delivered there, and the results of 
the interviews do not in any way reflect on the adequacy or quality of 
services provided by the 39 hospitals. Because of the way the hospitals 
and communities were selected, our findings cannot be projected beyond 
the women interviewed in each community. Additional details on the 
objectives, scope, and methodology of our review are contained in 
appendices I, II, and III. Appendix I details our work steps; appendix II 
presents the questionnaire including the total number of responses to 



"^Interviews were conducted between August 1986 and February 1987 
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each question, and appendix III presents the form used to obtain each 
woman^s consent to participate in the study. 

We did our work between July 1986 and June 1987 in accordance with 
generally accepted government auditing standards, except that we did 
not, at the request of the subcommittee, obtain agency comments on a 
draft of this report. 
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Most Medicaid Recipients and Uninsured 
Women Did Not Obtain Early and Frequent 
Prenatal Care 



About 63 percent of the Medicaid recipients and uninsured women we 
interviewed in 32 communities in 1986-87 did not begin their care early 
enough and/or did not return for care often enough. For women without 
medical complications, 81 percent of privately insured women in the 32 
communities received adequate prenatal care compared with 36 percent 
of Medicaid recipients and 32 percent of uninsured women. A key prob- 
lem was that Medicaid recipients and uninsured women generally began 
care later in their pregnancy than privately insured women. Specifically, 
over 87 percent of Medicaid recipients and uninsured women who did 
not receive adequate care had their first prenatal care visit in the second 
or third trimester or received no prenatal care. 

Although this problem existed in all demographic groups analyzed and 
in all communities studied, it was more significant in some groups and 
communities. Specifically, women who were black, Hispanic, under 20 
years of age, uninsured, or from the largest urban areas or who had 8 or 
fewer years of education were most likely to begin care late and/or 
make too few visits. 



Criteria for Assessing 
the Adequacy of 
Prenatal Care 



The Institute of Medicine prenatal care index' (developed by D. Kessner) 
classifies the adequacy of prenatal care by the number of prenatal visits 
in relation to the duration of the pregnancy- and the timing of the first 
visit. Basically, according to this widely used index, a woman's prenatal 
care is classified as 



adequate if it begins in the first trimester and includes nine or more vis- 
its for a pregnancy of 36 or more weeks,^ 

intermediate if it begins in the second trimester or includes five to eight 
visits for a pregnancy of 36 or more weeks, and 
inadequate if it begins in the third trimester or includes four or fewer 
visits for a pregnancy of 34 or more weeks. 



' Institute of Medicine, Infant Death An Analysis by Maternal Risk and Health Care Contrasts m 
Health Status, Vol l,ed by D M Kessner (Washington, DC National Academy of Sciences, 1973), 
pp. 58-59 

^This acUustment for duration of pregnancy is important because women who deliver prematurely 
have fewer prer.atal visits than thr .e who deliver at full term, even if they follow the recommended 
visit schedule. 

^Pregnancies of 36 or more weeks account for about 93 5 percent of all births 
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In this report, we describe as ^^insufficient" prenatal care obtained by 
women whose care would be classified as either '^inadequate'' or **inter- 
mediate" under the Institute of Medicine's prenatal care index. In other 
words, any woman with eight or fewer visits\ or who began her care in 
the second or third trimester is categorized as obtaining insufficient pre- 
natal care. The prenatal care index is further explained in appendix I. 



Most Medicaid 
Recipients and 
Uninsured Women 
Obtain Insufficient 
Prenatal Care 



About 63 percent of the 1,157 Medicaid recipients and uninsured women 
we interviewed in 32 communities obtained insufficient prenatal care 
(see fig. 2.1). They started care too late (fig. 2.2) and/or did not make 
the recommended number of visits (fig. 2.3). Of the 1,157 women, 230 
(20 percent) obtained inadequate care, 496 (43 percent) intermediate 
care, and 431 (37 percent) adequate care as defined by the prenatal care 
index. 



Figure 2.1: Adequacy of Prenatal Care l^^^H^^HMHH 

Obtained by 1,157 Medicaid Recipients 

and Uninsured Women (1986-87) so Percent of gao Sample 



40 




Note: Includes women with both complicated and uncomplicated pregnancies 



"^Women with pregnancies of fewer than 36 weeks could have had fewer than eight visits and stili 
obtained an adequate level of care as shown in appendix I. However, only 13 women with eiglit or 
fewer visits and a pregnancy of less than 36 weeks obtained adequate care. 
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Figure 2.2: Timing of First Prenatal Visit 
by 1,157 Women (1986-87) 
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Figure 2.3: Numbers of Prenatal Care 
Visits IVIade (1986-87) 



50 Percent of GAO Sample 



40 




None 1to4 5 to 8 9 to 12 13 or 

more 

Prenatal Care Visits 



Of the babies born to these women, 12.4 percent were of low birth 
weight. Nationwide, 6.8 percent of all births are of low birth weight. 
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Adequacy of Care, by The percentage of women we interviewed who had insufficient prenatal 

Community ^^^^ ranged from 14 in Kingston, New York, to 82 in Montgomery, Ala- 

bama (see table 2.1). In 20 of the 32 communities, 50 percent or more of 
the interviewed women had insufficient care. In six communities (Mont- 
gomery and Selma, Alabama; Brunswick and Savannah, Georgia; New 
York City; and Los Angeles), 75 percent or more of the women had 
insufficient care. This table reflects the prenatal care for interviewed 
women and is not projectable to the universe of women giving birth in 
those communities. 
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Table 2.1 : Proportion of Medicaid IHBHHHHHHHBHMHHHBn^HHHHBHII^HHBHHHHB^ 

Recipients and Uninsured Women Percent of women Total no. of 

Havinfl insufficient Care, by Community having insufficient woman 

Community care interviewed 



Montgomery, Alabama 


82 


22 


Brunswick, Georgia 


79 


24 


Savannah, Georgia 


78 


23 


New York, New York 


76 


84 


oelma, Alabama 


76 


45 


Los Angeles, California 


75 


Oh O 


Huntsville, Alabama 


74 


19 


Chicago, Illinois 


72 


65 


Atlanta, Georgia 


69 


95 


Bakersfield, California 


69 


39 


Troy, Alabama 


67 


24 


Charleston, west Virginia 


66 


38 


Columbus, Georgia 


65 


26 


buiiaio. New York 


63 


16 


Birmingham, Alabama 


57 


35 


Clarksburg, West Virginia 


56 


16 


bi ueniro, Oaliiornia 


53 


19 


Bluefield, West Virginia 


51 


39 


Ukiah, C alifornia 


50 


18 


Sacramento, California 


50 


26 


Boston, Massachusetts 


49 


51 


Americus, Georgia 


48 


23 


Carbondale, Illinois 


47 


38 


Mattoon, Illinois 


47 


17 


Rockford, Illinois 


44 


34 


Peoria, Illinois 


42 


19 


Bangor, Maine 


40 


10 


Auburn, New York 


38 


16 


Syracuse, New York 


38 


16 


Huntington, West Virginia 


24 


25 


Augusta, Maine 


22 


9 


Kingston, New York 


14 


14 


Total 


63 


1,,57 



Communities with higher percentages of women having insufficient care 
were generally in the Southeast, while those with the lowest percentages 
were generally in New York or Maine. 
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A comparison of the adequacy, timing, and number of prenatal visits 
made by Medicaid recipients and uninsured women interviewed at each 
of the 39 hospitals participating in our study appears in appendix IV. 



Adequacy of Care, by 
Selected Factors 



Specifically, women were more likely to obtain an insufficient level of 
care if they 

• were uninsured (67 percent) rather than covered by Medicaid (59 
percent); 

• lived in the largest urban areas (71 percent) rather than in another 
urban community (58 percent) or rural area (54 percent); 

• were teenagers (69 percent) or 35 years old or over (66 percent) rather 
than in another age group (53-64 percent); 

• were Hispanic (71 percent) or black (70 percent) rather than white (49 
percent); or 

• had an 8th grade education or less (73 percent) rather than some high 
school (67 percent), a high school diploma (60 percent), or college 
experience (53 percent). 

Similar differences by demographic group occurred with respect to (1) 
the trimester care began (set app. VI) and (2) the number of prenatal 
visits made (see app. VII). The care obtained by women in selected dem- 
ographic groups is profiled according to the remaining demographics in 
appendix VIII. Finally, the 30 women who obtained no prenatal care 
were generally uninsured minority women fron large urban areas (see 
app. IX). 



The percentage of women who had inadequaiv. or intermediate prenatal 
carG varied according to such factors as age, race, education, and insur- 
ance status (see app. V). Generally, those most liKely to have inadequate 
or intermediate prenatal care were women who were uninsured, poorly 
educated, black or Hispanic, teenagers, or from the largest urban areas. 
Most likely to have adequate care were women in rural communities and 
women who were well-educated, white, in their early 30's, or on 
Medicaid. 



Medicaid Recipients and 
Uninsured Women Often 
Began Care Late 



Women who had insufficient prenatal care generally started their pre- 
natal care late. Specifically, 58 percent of the women surveyed with 
insufficient prenatal care began care in the fifth month or later or 
obtained no care. Another 29 percent began care in the fourth month. 
Officials told us that a major prenatal care concern was getting women 
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into the health care system early in their pregnancies. A majority of 
women also made eight or fewer visits for care. Specifically, 438 or 60 
percent of those who had insufficient care made eight or fe^^^er visits. 
Also, 174 or 24 perce t of these women made four or fewc. /isits. The 
number of visits and nonth of first visit for the 726 women obtaiaing 
insufficient care is shown in table X.l. Additional details on the n^imber 
of ' isits made in relation to the timing of the first visit also are provided 
in appendix X. 



Care for Complicated and The l, 157 women interviewed included 784 with uncomplicated 

Uncomplicated pregnancies and 373 with self-reported medical complications. As 

Pregnancies Differs shov/n by figure 2.4, over 50 percent of the women both with and with- 

^ out medical complications obtained insufficient care. 
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Although it would appear from figure 2.4 that women with medical com- 
plications were more likely to have adequate prenatal care, that was not 
necessarily the case. Women with medical complications need care more 
often than women without medical complications. Because there are no 
established criteria for the number of visits needed by women with med- 
ical complications however, we assessed the adequacy of their care 
against the criteria for a normal pregnancy. This tends to overstate the 
adequacy of care obtained by these women. 



For uncomplicated pregnancies,^ privately insured women in virtually 
every community we studied obtained earlier and more frequent prena- 
tal care than Medicaid recipients and uninsured women. About 16 per- 
cent of Medicaid recipients and 24 percent of uninsured women without 
medical complications interviewed in the 32 communities obtained inad- 
equate care (see fig. 2.5), as defined by the Institute of Medicine index, 
^.ompared with only 2 percent of the privately insured women for whom 
similar data were obtained from physicians. Another 48 percent of 
Medicaid recipients and 44 percent of uninsured women interviewed in 
the 32 communities obtained intermediate care compared with 17 per- 
cent of privately insured women. 

In only two communities surveyed (El Centro, California, and Columbus, 
Georgia) did over 5 percent of privately insured women obtain Inade- 
quate care. In only six communities (Sacramento and Ukiah California; 
Bangor, Maine; Kingston and Auburn, New York; and Huntington, West 
Virginia) did 5 percent or less of Medicaid recipients and uninsured 
women obtain inadequate care. In only one community (Troy, Alabama) 
did less than 60 percent of privately insured women obtain adequate 
care (all four of the women obtained care classified as intermediate), 
while in only five communities (Augusta and Bangor, Maine; Auburn 
and Kingston, New York; and Huntington, West Virginia) did over 60 
percent of Medicaid recipients and urdnsured women obtain adequate 
care. In all but two communities (Kingston, New York and Troy, Ala- 
bama), a higher percentage of privately insured women obtained ade- 
quate care. Appendix XI provides additional details. 



Privately Insured 
Women With 
Uncomplicated 
Pregnancies Obtain 
Earlier, More Frequent 
Care 



''We excluded women with complicated pregnaiiries from this cx)mpanson because the appropnate 
number of prenatal visits is a matter of medical judgment beyond the scope of our review. 
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Figure 2:5: Adequacy of Prenatal Care, 
by Type of Insurance (1986-87) 




Level of Pronatal Cai 



Uninsured 
■ ' y Medicaid 

Note Includes only women with uncomplicated pregnancies. 



Privately Insured Women Privately insured women generally began the : prenatal care earlier 
Began Prenatal Care Medicaid recipients and uninsured women in cur study, as shown 

Earlier figure 2.6. Specifically, 84 percent of privately insured women with- 

out medical complications began their prenatal care in the first trimester 
compared with 46 percent of Medicaid recipients and 41 percent of unin- 
sured women. On the other hand, 9 percent of Medicaid recipients and 
15 percent of uninsured women waited until the third trimester to begin 
care compared with only 2 percent of privately insured women. 
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Figure 2.6:Timing of First Pronatal Visit, 
by Type of Insurance (1986-87) 



1 00 Percent of GAO Sample 





First trimester 
Trimester of Pregnancy 



Second 
trimester 



Third trimester 



Uninsured 
Medicaid 
Pnvate insurance 

Note Includes only women with uncomplicated pregnancies 




Viewed by community, privately insured women in virtually all of the 
32 communities obtained prenatal care earlier (see app. XI, table XI. 2). 
Only in Troy, Alabama, did a higher percentage of Medicaid recipients 
and uninsured women we interviewed begin care in the first trimester. 
However, we were able to obtain data on only four privately insured 
women in that community, all of whom began care in the second trimes- 
ter. In only two communities — El Centro, California (6 percent), and 
Columbus, Georgia (7 percent) — did over 5 percent of the privately 
insured women begin care in the third trimester. By contrast, over 5 per- 
cent of the Medicaid recipients and uninsured women in 20 of the 32 
communities began care in the third trimester, including six communi- 
ties (Huntsville, Alabama; Savannah and Americus, Georgia; Rockford, 
Illinois; Augusta, Maine; and Buffalo, New York) where 25 percent or 
more of the women began care in the third trimester. 
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More Prenatal Visits Made 
by Privately Insured 
Women 



Privately insured women without medical complications made more pre- 
natal visits for care than did comparable Medicaid recipients and unin- 
sured women, as figure 2.7 shows. For example, the average number of 
visits for Medicaid recipients and uninsured women was 9.2, while pri- 
vately insured women made an average of 12.5 visits, or 36 percent 
more. While 12 percent of Medicaid recipients and 19 percent of unin- 
sured women made only one to four visits, 1 percent of privately 
insured women made four or fewer visits. Finally, 24 percent of Medi- 
caid and 22 percent of uninsured women made 13 or more prenatal vis- 
its, compared with 51 percent of privately insured women. 



Figure 2.7: Number of Prenatal Care 
Visits Made, by Type of Insurance (1986- 
87) 



60 Percent of GAO Sample 



50 



40 



30 














1 







1 to 4 5 to 8 

Number of Prenatal Care Visits 



Uninsured 
Medicaid 
Pnvaie insurance 



9 to 12 



13 or more 



Note. Includes only women with uncomplicated pregnancies. 
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In 30 of the 32 communities we visited, the average number of prenatal 
care visits for privately insured women exceeded the average fcr Medi- 
caid recipients and uninsured women (see app. XI^ table XI. 3). Only in El 
Centro, California, and Kingston, New York, did Medicaid recipients and 
uninsured women make on average more prenatal care visits than pri- 
vately insured women. In addition, while 4 percent or less of the pri- 
vately insured women in each of the 32 communities made one to four 
visits, over 10 percent of Medicaid recipients and uninsured women in 
17 communities made one to four visits, including 3 communities (Mont- 
gomery, Alabama; Buffalo, New York; and Bakersfield, California) 
where over 30 percent in each community made one to four visits. 

Wide variations also existed in the percentage of women making 13 or 
more visits. For example, over 40 percent of privately insured women in 
all but six communities (Troy, Alabama; Mattoon, Illinois; Bangor, 
Maine; Kingston, New York; Charleston and Bluefield, West Virginia) 
made 13 or more visits. But over 40 percent of Medicaid recipients and 
uninsured women in only seven communities (Birmingham, Alabama; El 
Centro and Ukiah, California; Bangor, Maine; Auburn, New York; and 
Huntington and Clarksburg, West Virginia) made 13 or more visits. 



Centers for Disease 
Control Plans Further 
Study of GAO Data 



As part of our review, we gathered data from health care provider 
records on the dates of al! prenatal care visits made by about 850 Medi- 
caid recipients and uninf*ured women. Previously, such extensive infor- 
mation on the timing of prtnatal visits was unavailable. The Centers for 
Disease Control of the Public Health Service (phs) plans to use the data 
to conduct a major epidemiological study comparing the sequencmg of 
the women *s visits with various demographic and birth outcome factors. 



SummarV Pnvately insured women obtained significantly earlier and more fre- 

^ quent prenatal care than Medicaid recipients and uninsured women in 

the 32 communities studied. Overall, 81 percent of privately insured 
women obtained adequate care compared with 36 percent of Medicaid 
recipients and 32 percent of uninsured women. Most likely to begin care 
late and/or to make eight or fewer visits were women who were teenag- 
ers, black, Hispanic, from the largest urban areas, poorly educated, or 
uninsured. 
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About half of the women interviewed cited multiple barriers to earlier 
and more frequent prenatal care. The most important barriers noted 
were lack of money to pay for care, lack of transportation to get to the 
provider's office, and not knowing they were pregnant. Although the 
relative importance of the barriers varied by demographic group, the 
same three barrier^ predominated across all groups. About 18 percent of 
the women who received insufficient care said they encountered no 
problems in obtaining earlier or more frequent care, suggesting that they 
did not fully understand the importance of early and frequent prenatal 
care. 



Of the 1,157 women interviewed, about 29 percent cited no problems in 
obtaining prenatal care. The 817 women who experienced a problem, 
however, cited a total of 2,488 barriers, about 3 per woman. About a 
quarter of the women indicated that four or more barriers had pre- 
vented them from obtaining prenatal care earlier or more often (see fig. 
3.1). 

Not unexpectedly, those who obtained care classified as inadequate by 
the Institute of Medicine prenatal care index were most likely to cite 
multiple barriers (77 percent) and least likely to say they had no prob- 
lems in obtaining prenatal care (5 percent). Of those obtaining interme- 
diate care, about 53 percent encountered multiple problems, while about 
24 percent had no problems in obtaining care. Finally, 29 percent of 
women who obtained adequate care indicated that they encountered 
multiple barriers, but 49 percent had had no problems in obtaining care. 

Only two barriers — lack of money to pay for care and not knowing they 
were pregnant — were cited by 10 percent or more of the interviewed 
women who obtained adequate prenatal care (see table 3.1). By contrast, 
8 barriers were cited by 10 percent or more of the women who received 
intermediate care and 17 by 10 percent or more of women obtaining 
inadequate care. Barriers cited most frequently by women who obtained 
intermediate care were r.ot being aware of the pregnancy (30 percent), 
not enough money to pay for care (23 percent), and lack of transporta- 
tion to get to the provider's office (19 percent). Those who obtained 
inadequate care most frequently cited lack of money to pay for care (41 
percent), not being aware of the pregnancy (26 percent), lack of trans- 
portation to get to the provider's office (23 percent), and knowing what 
to do (23 percent) as reasons for not obtaining earlier or more frequent 
care. 



Women Cite Multiple 
Barriers 
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Figure 3.1: Numbers of Barriers to 
Prenatal Care (1986-87) 



40 Percent of GAO Sample 




None 1 2 3 4 or 

mora 

Number of Barriers Cited by Survey Respondents 
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Table 3.1: Barriers to Prenatal Care, by 
Adequacy of Care (19P3-87) 



Not aware of pregnancy 18 30 26 



Not enough money 


12 


23 


41 


No transportation 


9 


19 


23 


Could not get an appointment earlier 


8 


12 


17 


Knew what to do 


6 


13 


23 


Did not want to think about being 
pregnant 


6 


11 


18 


ATraiu 10 Tina out pregnani 


D 


Q 
O 


14 


Afraid of medical tests 


5 


9 


13 


Did not know where to go 


5 


9 


17 


No doctor would see her 


5 


7 


15 


Not sure she wanted baby 


4 


6 


15 


Not eligible for Medicaid 


4 


5 


7 


No care for other children 


4 


10 


16 


D.d not think it was important 


4 


7 


12 


Wait in office was too long 


4 


11 


13 


Could not miss work 


3 


7 


7 


Had problems with Medicaid 


3 


8 


10 


Had too many other problems 


3 


9 


17 


Did not want to tell others 


3 


9 


13 


Office hours we e inconvenient 


3 


7 


5 


Other 


3 


5 


6 


Did not like doctor's attitude 


1 


5 


7 


Could not spe?ik English well 


1 


1 


4 


Afraid of problenns with immigration 


1 


1 


2 


No doctors in area 


1 


3 


5 



Figures are in percents 




Adequacy of prenatal care obtained 


Barriers 


Adequate Intermediate Inadequate 


No problems getting checkups 


49 24 5 



The barriers to prenatal care iden.ified by women we interviewed at 
each of the 39 hospitals appear in appendix XII. 



Mn<^t Tmnnrtant addition to asking women to identify all barriers to earlier or more 

mUbL liupul Ldllt frequent care, we asked them to identify the most important barrier. 

13arn6rS Lack of money to pay for care, lack of awareness of the pregnancy, or 

lack of transportation to the provider's office were cited as the most 
important barrier to earlier or more frequent care by 276 or 38 percent 
of the women who obtained insufficient care. Another 18 percent of 
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Table 3.2: Most Important Barrier Cited 
by Women Who Obtained Insufficient 
Care (1986 3/) 



women who obtained insufficient care had no problems in obtaining 
care, they said. A broad range of 22 other barriers accounted for the 
remaining 322 women's most important obstacle to care. Table 0.2 
shows the most important barrier by women who obtained intermediate 
c inadequate care. 



Figures are in percents 



Most important barriers 

No problem getting c heckups 

Not aware of pregnancy 
Not enough money 



Adequacy of prenatal care 
Intermediate Ina dequate 

24 5 



No transportation 



No care for other children 



Could not get an appointment earlier 



17 



13 



10 



23 



Wait in office was too long 


3 


2 


Knew what to do 


3 


4 


Other 


3 


3 


Did not know where to go 


3 


3 


Did not want to tell others 


2 


3 


Could not miss work 


2 


1 


Did not think it was important 


2 


3 


Had problems with Medicaid 


2 


2 


No doctor would see her 


2 


4 


Had too many other problems 




3 


Not sure she wanted baby 




5 


Afraid to find out pregnant 




4 


Did not like doctor's attitude 




2 


Did not want to think about being pregnant 




3 


Afraid of medical tests 




2 


No doctors in area 




0 


Office hours were inconvenient 


0 


0 


Not eligible for Medicaid 


0 


0 


Could not speak English well 


0 


0 


Afraid of problems with immigration 


0 


0 



Women who obtained inadequate prenatal care were more likely to cite 
lack of money to pay for care as the most important barrier to earlier or 
more frequent prenatal care than those who obtained intermediate care 
(23 versus 13 percent). Women who obtained intermediate care were 
more likely than those obtaining inadequate care to indicate they did not 
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know they were pregnant (17 versus 10 percent). Lack of transportation 
to the provider's office was the third most frequently cited barrier for 
women receiving both inadequate and intermediate care (7 percent). 

Attitudinal barriers such as being afraid of being pregnant, not wanting 
to tell that they were pregnant, and not being sure that they want a 
baby were more frequently cited by women who obtained inadequate 
prenatal care. Although individually each such barrier generally 
accounted for 5 percent or less of the barriers cited, attitudinal barriers 
were cited by 39 percent of women who obtained inadequate care com- 
pared with 32 percent of those who obtained intermediate care. 



Differences in Barriers 
by Selected Factors 



For women who obtained insufficient prenatal care the most important 
barriers they cited varied according to such factors as their age, race, 
insurance status, and education; the place (size of community and type 
of provider) care was obtained; and the number and timing of prenatal 
care visits. The percentage of women within each group who (1) indi- 
cated that they had no problems in obtaining care and (2) cited one of 
the three most common barriers (lack of money, transportation, or 
awareness of pregnancy) are shown in table 3.3. 



Table 3.3: Most Important Barrier for Women Who Obtained Insufficient Care, by Demographics (1986-87) 

Barrier 

Not aware of 

No problem Not enough money pregnancy No transportation 

Demographic factor No. Percent No. Percent No. Percent No. Percent 

fbtai 128 18 120 17 106 15 50 7 



Insurance status* 



Medicaid 




73 


20 


36 


10 


51 


14 


35 


10 


Uninsured 




55 


15 


84 


23 


55 


15 


15 


4 


Community type* 


Largest urban 




59 


16 


62 


17 


44 


12 


14 


4 


Urban 




37 


18 


26 


13 


39 


19 


17 


8 


Rural 




32 


20 


32 


20 


23 


14 


19 


12 



(continued) 
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Barrier 








Demographic factor 


No problem 




Not enough money 


Not aware of 
preanancv 




No transDortation 


No. 


Percent 


No. 


Percent 


No. Percent 


No. 


Percent 


Maternal age. 




















17 or under 


14 




16 


8 


9 


17 


20 


6 


7 


18-19 


17 




14 


19 


16 


18 


15 


7 


6 


20-24 


48 




18 


48 


18 


40 


15 


19 


7 


25-29 


27 




17 


27 


17 


22 


13 


12 


7 


30-34 


13 




21 


13 


21 


5 


8 


6 


10 


35 or older 


9 




27 


5 


15 


4 


12 






Race- 


White 


37 




18 


38 


18 


32 


16 


20 


10 


Black 


57 




21 


28 


10 


45 


17 


22 


8 


Hispanic 


33 




14 


53 


22 


26 


11 


8 


3 


Other 


1 




9 


1 


9 


3 


27 






Education* 


0-8 grades 


11 




9 


35 


29 


15 


13 


8 


7 


Some high school 


45 




16 


30 


11 


34 


12 


23 


8 


Graduated high school 


48 




23 


33 


16 


30 


14 


14 


7 


College 


24 




19 


22 


17 


27 


21 


5 


4 


Place of most care.^ 


Hospital clinic 


41 




23 


18 


10 


32 


18 


7 


4 


Local health dept 


42 




16 


41 


16 


36 


14 


i6 


6 


Doctor's office 


41 




20 


42 


21 


27 


13 


22 


11 


Midwife service 


1 




25 






1 


25 






Combination/other 


3 




6 


10 


19 


8 


15 


5 


10 


Birth weight- 




















Not low 


110 




17 


108 


17 


89 


14 


43 


7 


Very low or low 


18 




19 


12 


13 


17 


18 


7 


7 


Trimester care began. 


First 


23 




25 


16 


18 


5 


5 


10 


11 


Second 


97 




20 


67 


14 


86 


18 


32 


7 


Third 


8 




6 


28 


22 


13 


10 


8 


6 


No care 








9 


30 


2 


7 






No of prenatal visits 




















0 








9 


30 


2 


7 






1-4 


9 




C 


32 


22 


10 


7 


13 


9 


5-8 


45 




17 


44 


17 


35 


13 


22 


8 


9-12 


43 




22 


25 


13 


43 


22 


7 


4 


13+ 


31 




33 


10 


11 


16 


17 


8 


9 



Note Only includes most important barners reported by more than 5 percent of women receiving insuffi- 
cient care 

^Does not include women who received no prenatal care 
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Insurance Status Compared with Medicaid recipients, who generally receive free prenatal 

care, uninsured women more frequently cited the lack of money to pay 
for prenatal care as the most important barrier to their obtaining care 
earlier or more often (23 versus 10 percent). Medicaid recipients, how- 
ever, were more likely to cite transportation as the most important bar- 
rier (10 versus 4 percent). In addition. Medicaid recipients were more 
likely than uninsured women to indicate they had no problems in 
obtaining prenatal care (20 versus 15 percent). About 15 percent of both 
Medicaid recipients and uninsured women said not knowing they were 
pregnant was the most important barrier. 

For uninsured women, the availability of free care may in part explain 
differences among communities with respect to lack of money as a bar- 
rier to prenatal care, For example, about 86 percent of the interviewees 
at Cooper Green Hospital in Birmingham, Alabama, where free prenatal 
care is available through the public health department, were uninsured 
mothers. Yet, none of these women who received insufficient care cited 
lack of money as their most important barrier. 

By contrast, about 27 percent of the women delivering at Los Angeles 
County-USC Medical Center who obtained insufficient care cited lack of 
money as the most important barrier. About 94 percent of the births at 
the hospital were to uninsured mothers. Los Angeles county clinics 
charge $20 per visit for the first seven prenatal care visits. 

Similar differences occurred within the state of Georgia. More than 58 
percent of the women we interviewed in both Columbus and Brunswick 
were uninsured. However, none of the women we interviewed in Colum- 
bus who had insufficient care (65 percent of the women interviewed) 
cited lack of money as the most important barrier. Free care was availa- 
ble from the local health department, whose clinics provided about 65 
percent of the prenatal care visits. By contrast, about 53 percent of the 
wc '^en we interviewed in Brunswick who obtained insufficient care (79 
percent of those interviewed) cited lack of money as the most important 
barrier. UnliKe Columbus, in Brunswick the public health clinic provided 
some free prenatal care, but the clinic generally referred Medicaid recip- 
ients and uninsured women to private physicians where they were 
charged for their prenatal visits. 

Lack of money was generally not a significant barrier to prenatal care 
for women we interviewed in West Virginia. Under that state's Mater- 
nity Services Program, funded under a Maternal and Child Health block 
grant, prenatal care is provided to uninsured women whose income is 
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150 percent or less of the federal poverty level. Onlv about 5 percent of 
the uninsured women we inter\ iewed at West Virginia hospitals who 
had obtained insufficient care cited lack of money as the most important 
barrier. 

Transportation was cited more frequently as the most important barrier 
by women in Alabama and West Virginia communities, where Medicaid 
coverage of transportation services is limited or not well publicized. 
According to state Medicaid officials, the Alabama Medicaid program 
will not pay for transportation to obtain nonemergency prenatal care 
services. Of the beneficiaries interviewed in the state, 16 percent cited 
tra isportation as the most important barrier. Similarly, transportation 
was cited as the most important barrier by 15 percent of the women 
interviewed in West Virginia, even though the state's Medicaid program 
will pay for nonemergency transportation if prior approval is obtained. 
But, some of the recipients and local Medicaid officials interviewed were 
not aware that Medicaid would pay for transportation. The state lacks a 
brochure infon ling Medicaid recipients of covered services. 

Women we interviewed in Illinois, New York, and Georgia, states that 
pay for nonemergency transportation services under their Medicaid pro- 
grams, were less likely to cite transportation problems than those in Ala- 
bama and West Virginia. 

The inability to get aii appointment earlier in their pregnancy also was 
cited more frequently by uninsured women than by Medicaid recipients 
(6 versus 2 percent). Other than transportation, the barriers cited moi\i 
frequently by Medicaid recipients were generally attitudinal (not want- 
ing to thiak about being pregnant, having too many other problems to 
worry about g^ rting prenatal care, and not liking the doctor's or nurse's 
attitudes). Individually, each barrier accounted for about 2 to 3 percent 
of Medicaid recipients' responses, but combined, attitudinal barriers 
other than lack of awareness of pregnancy accounted for 23 percent of 
Medicaid recipients' responses, compared with lb percent for uninsured 
women. 



Size of Community Women in rural ('2 percent) and midsized urban areas (8 percent) more 

often cl.^^d transports* .'on as the most important barrier to prenatal care 
than did women in large metropolitan areas (4 percent). Lack of public 
transportation in most rural and many midsized conmiunities makes it 
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difficult for women to get to the clinic or doctor's office. This is particu- 
larly true in rural areas, where it may be necessary to travel long dis- 
tances to obtain prenatal care. For example, 25 percent of the women we 
interviewed who delivered at Bluefield, West Virginia, cited lack of 
transportation as the most important barrier. According to local offi- 
cials, many women travel up to 2 hourb to obtain prenatal care. Simi- 
larly, 38 percent of the women we interviewed at Troy, Alabama, cited 
lack of transportation as the most important barrier. Troy has no local 
transportation system other than a special program for senior citizens 
and selected teenagers 18 years old and under. 

Transportation was also a problem in some midsized cities where public 
transportation did not extend to the surrounding communities. For 
example, lack of transportation was cited as the most important barrier 
by 15 percent of the women interviewed in Birmingham, Alabama. 
According to an official from the Jefferson County (Birmingham) Health 
Department, bus transportation is not available in all parts of the 
co'-^ty , and taxi transportation is too costly for these women. Similarly, 
nursing staff from the Charleston (West Virginia) Area Medical Center 
told us that the hospital's clinic serves a patient population within an 
approximate 60-m:le radius. Public transportation serving this area, 
however, is very limited. 

Although a significant barrier in all communities, not being aware of the 
pregnancy was cited most often (19 percent) in mid-sized cities and least 
often (12 percent) in the major metropolitan areas. But considerable 
variation existed between midsized communities in the importance of 
this barrier. For example, less than 10 percent of the women inter- 
viewed in 5 of the 14 midsized communities cited lack of awareness of 
their pregnancy as the most significant barrier. At the other extreme, 
over 25 percent of the women interviewed in five other midsized com- 
munities cited lack of awareness as the most important barrier. Less 
variation was noted in the large metropolitan areas, where from 10 to 19 
percent of the women interviewee jited lack of awareness as the pri- 
mary barrier. 

Women in rural areas (20 percent) and the largest cities (17 percent) 
were more likely to cite lack of money as the most important barrier to 
prenatal care than were women m midsized cities (13 percent). As dis- 
cussed on pages 38 to 39, the availability of free care in some communi- 
ties r ";ars to contribute to wide variation in the percentage of women 
citing lack of money as the most important barrier. 
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The percentage of Medicaid recipients and uninsured women who 
obtained insufficient care but indicated that they experienced no partic- 
ular problems in obtaining prenatal care did not d'ffer significantly by 
size of community. Differences did exist, however, on a geographic 
basis, with women in communities in Alabama, Georgia, Maine, New 
York, and West Virginia more often saying that they experienced no 
problem in obtaining needed care. 

Although not an important barrier in most communities, the inability to 
get an appointment earlier in their pregnancy was cited as the most 
important barrier by over 5 percent of the women in 10 communities. 
For example, 9 percent of women we interviewed at Los Angeles 
County-USC Medical Center who obtained insufficient care cited their 
inability to obtain an appointment earlier in their pregnancy as their 
primary barrier. Most local officials we talked to in Los Angeles County 
mentioned the overcrowded public health cJinic system as a major bar- 
rier to access to prenatal care. They said that women had to wait an 
average of 3 to 4 weeks to get an appointment; waiting times ranged 
from 2 to 16 weeks Other officials said that clinic hours were inconve- 
nient for working women and that Medicaid recipients could not get care 
because the clinics were saturated with undocumented aliens. 

Inability to obtain an earlier appointment was cited by 24 percent of the 
women in Charieston, West Virginia. According to the nurse coordinator 
at the Charleston prenatal care clinic, the clinic has had to close admis- 
sions once a year for the past 4 years because of high patient volume 
and limited staff. When we talked to clinic personnel in mid-November 
1986, they said that they would accept no new patients until mid-Janu- 
ary 1987. Clinic persoiinel could not provide information on the number 
of women who had been turned away or where they went for care. The 
clinic coordinator told us, however, that she was unaware of any physi- 
cian in the Charleston area who provided care to Medicaid and unin- 
sured women. 

Another conununity-specific barrier was identified among the large His- 
panic population in California. About half of the women who said they 
did not get ca ^e eariier or more often because they did not know where 
to go to obtf^in care delivered at Los Angeles County-USC Medical 
Center, and about 68 percent of ail women citing this barrier as most 
important delivered at California hospitals. Of those citing this barrier, 
68 percent were Hispanic. 
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Although the lack of money was a major barrier for all age groups, it 
was cited as the most important barrier most frequently by those 30-34 
years of age (21 percent) and least frequently by those in the under-18 
age group (9 percent). Conversely, not being aware of the pregnancy 
was cited most frequently by those under 18 (20 percent) and .3ast fre- 
quently by those 30-34 years old (8 percent). The percentage of women 
citing lack of transportation as the most important barrier ranged from 
6 percent for those 18-19 years old to about 10 percent for those 30-34 
years old. Transportation was not cited as the most important barrier by 
any of the women over bfj 

Child care becomes an increasingly important barrier with age, increas- 
ing from about 2 percent for v/omen 18-19 years old to over 6 percent 
for those 25 and older. The percentage of women saying they did not go 
earliei or mcrf -^^'ten for prenatal care because they knew what to do 
also increastr t age from over 1 percent for those 19 and under to 
over 6 percent ^or those 30-3<!. 

Although they did not individualh account for a large percentage of the 
barriers, awareness i r attitudinal barriers were more prevalent among 
„omen 19 and under. For example, they were more likely to say that 
they (1) did not want to tell that they were pregnant, (2) had too many 
problems to worry about prenatal care, (3) were afraid of being preg- 
nant, or (4) were not sure that t y wanted a baby. 



Yl^CG Hispanic women were more likely than blacks or whites to say that the 

most important reason they did not obtain prenatal care earlier or more 
often was that they did not have enough money to pay for their care (22 
percent compared with 10 percent of blacks and 18 percent of whites). 
Two other barriers cited more frequently by Hispanic women, not know- 
ing where to go to get care and not being able to get an appointment 
earlier in their pregnancy are more a reflection of care in Los Angeles 
than differences in barriers faced by Hispanics nationally. 

Black and white women were more likely than Hispanics to say that 
they did not seek prenatal care earlier or more often because they did 
not know they were pregnant (17 percent of blacks and 16 percent of 
whites compaicd vv'ith 1 1 percent of Hispanics). Black women were most 
likely to say that they had no problems iii obtaining care (21 percent 
compared with 18 percent for whites and 14 percent for Hispanics). 
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White and black women were most likely to say that they did not obtain 
prenatal care earlier or more often because they did not have transpor- 
tation to the provider's office (10 percent of whites and 8 percent of 
blacks compared with 3 percent of Hispanics). The differences may be 
due at least in part to the concentration of Hispanic women in urban 
areas with public transportation systems. 



Number of Visits Direct relationships exist between the number of prenatal care visits a 

woman made and the types of barriers to care she perceived as most 
important. Specifically, as the number of prenatal care visits increased 
from 0 to 13 or more, the percentage of women who said that they 

• had no problem in obtaining care increased from 0 percent to about 33 
percent, 

• had problems in arranging child care decreased from 10 to 1 percent, 

• had problems finding a doctor or other provider to see them decreased 
from about 13 to 0 percent, and 

• did not have enough money to pay for prenatal care decreased from 30 
to about 1 1 percent. 

Although the relationships were not as strong, women who made four or 
fewer visits were less likely than those who made five or more visits to 
say that the most important reasca they did not get care earlier or more 
often was that they did not know that they were pregnant. About 7 per- 
cent of those who made 4 or fewer visits cited this reason, compared 
with 13 percent of those making 5-8 visits, 22 percent of those m^King 9- 
12 visits, and 17 percent of those making 13 or more visits. 

Transportation was cited as the most important barrier by 8-9 percent 
of women in all categories of visits except those making 9-12 visits. Only 
4 percent of women in that group cited transportation as their nost 
important barrier. 

Although not as frequently cited as the most important barrier, women 
who obtained no prenatal care or made one to four visits were more 
likely than other women to be unsure whether they wanted a baby, to be 
afraid of tests or of being pregnant, to think that prenatal care was not 
important, or to say that they had too many other problems to worry 
about prenatal care. 



ERIC 



P»««43 GAO/HRM7137 Prenatal Care 



Chapter 3 

Most Conunon Barriers to Prenatal Care 



Trimester of First Visit Strong relationships also exist between the trimester of a woman's first 

visit for prenatal care and her perceptions of the most important barrier 
to her receiving earlier or more frequent care. Specifically, as the date of 
the first vicit regresses from the first trimester to no care, the percent- 
age of women who said that they 

• had no problem in obtaining care decreased from 25 to 0 percent, 

• had no transportation to the office decreased from 1 1 to 0 percent, and 

• did not have enough money to pay for prenatal care increased from 18 
to 30 percent. 

Women who began care in the second trimester were most likely to cite 
not knowing they were pregnant as their most important barrier (18 
percent), followed by those who began care in the third trimester (10 
percent). Similarly, those who began care in the second trimester were 
most likely to cite the lack of child care (5 percent) and the inability to 
miss work (3 percent). 

Women who began care in the first trimester but did not make a suffi- 
cient number of prenatal care visits were more likely than other women 
to complain about waiting too long for an appointment, not being able to 
get ar appointm^^nt earlier in their pregnancies, or having problems with 
Medicaid, although none of these barriers were among the most fre- 
quently cited as most important. 



Education Women with an eighth-grade education or less were most likely to cite 

lack of child care, inability to obtain an earlier appointment, being 
afraid of tests, or not having enough money to pay for prenatal care as 
their most important barrier to earlier or more fre-^uent prenatal care. 

Those with some high school were the most likely to say that they had 
trouble obtaining transportation, had to wait too long in the doctor's 
office, did not want to tell that they were pregnant, were not sure that 
they w^anted a baby, or were afraid of being pregnant. 

Women who had grf^duated from high school were most likely to say 
that they had no problems in obtaining care and to view prenatal care as 
unimportant. Finally, women with some college experience were the 
most likely to say they did not know where to go or did not know they 
were pregnant. 
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Place of Visit Women who obtained c?re at a hospital chnic were the most likely to 

say that they did not know that they were pregnant (18 percent com 
pared with 13 14 percent of women obtaining care at the local health 
department or a doctor's office) or that they had no problems in 
obtaining care (23 percent compared with 16 and 20 percent of those 
obtaining care from the )ocal health department and at a doctor's office, 
respectively). 

Women seen at the local health department were more likely to cite 
problems getting off work, arranging child care, or getting an earlier 
appointment. These problems did not appear to be major barriers for 
most women. 

Women cared for by a private physicicon were most likely to say that 
they did not go earlier or more often because they lacked money to pay 
for the care (21 percent compared with 16 percent of women obtaining 
care at the local health department and 10 percent at a hospital clinic) 
or to have problems in getting to the doctor's office (11 percent com- 
pared with 6 percent of women obtaining care at local health depart- 
ments and 4 percent at a hospital clinic). 



Medicaid pays for recipients' prenatal care. Of the 458 women who tried 
to get on Medicaid rolls during their pregnancies, 82 or 18 percent said 
that in doing so they had problems that kept them from going earlier or 
more often for care. The two most frequently cited problems were 

• not meeting Medicaid eligibility requirements (31 women) and 

• the length of time it took to receive notification of Medicaid eligibility 
(26 women) (median of 8 weeks). 

V. omen we interviewed in Alabama and Georgia were more likely to 
state that Medicaid eligibility requirements kept them from going earlier 
or more often for care. For example, 19 of the 31 women who did not 
meet eligibility requirements were from Alabama or Georgia, while none 
were from New York. This could reflect the low Medicaid eligibility 
thresholds in Alabama and Georgia (see p. 50). In addition, 16 of the 26 
women who said it took a long time (median of 10.5 weeks) to receive 
their Medicaid cards were from California. 

Of the 640 women who were on Medicaid rolls at some time during their 
pregnancies, 72 or 1 1 percent said problen\s with Medicaid kept them 
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from going earlir r or more often for care. The two most frequently cited 
problems were 

• being unable to g ^t a doctor, nurse, or midwife to see them (38 women) 
and 

• lacking money to pay for their visits despite being enrolled in Medicaid 
(18 women). 

Women from vlabama, Georgia, or Illinois accounted for 24 of the 38 
recipients wh o said they could not get a doctor, nurse, or midwife to see 
them. 



Few Women Have 
Probleins Finding a 
Provider 



Of the 1,1 37 women interviewed, only 122 said that they could not 
obtain cai-e earlier or more frequently because (1) tl.ere were no loca^ 
doctors, Jiurses, or midwives to provide the care or (2) they could not 
get a doctor, nurse, or midv/ife to see them. Further, except for Mont- 
gomery, Alabama, there appeared to be no significant problem in finding 
a doctor in any a^-ea of ^he country or among any demographic group. 
The small number of women citing problems in finding a physician to 
treat them may bo more of a reflection of the availability of care from 
health departments and hospital clinics than an indication that private 
physicians are willing to accept Medicaid recipients and uninsured 
women. Sixty-one percent of the women we interviewed obtained their 
prenatal care in public clinics. Still, only 6 percent of the women inter- 
viewed said that they would prefer to have obtained their care from a 
different provider, normally a private-practice physician. 



Summary 



Three major barriers to prenatal care — lack of money to pay for care, 
transportation to get to the provider's office, and awareness of the preg- 
nancy — predominated in virtually every community studied. The rela- 
ti\ e importance of . he barriers varied according to such factors as size 
of community, insurance status, age, sex, and race. Further, the availa- 
bility of free care and public transportation appeared to decrease the 
importance of lack of money and transportation as barriers to prenatal 
care. 
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While individual communities need to tailor programs for improving 
access to prenatal care to their own unique demographics and condi- 
tions, the federal government can, through the Medicaid and Maternal 
and Child Health (mch) block grant programs, help pay for prenatal care 
services. Recent legislation allows states to make it easier for women to 
qualify for Medicaid coverage of prenatal care services. States have sev- 
eral options for increasing mch block grant funds for special programs 
that aim to increase services available to low-income women. 

The states and communities we visited had a wide range of initiatives 
for improving access to prenatal care, but little information was availa- 
ble on their effectiveness, hhs should assume a stronger role in identify- 
ing and evaluating state and local ii^tiatives and disseminating data on 
effective practices. 

Six of the eight states visited had raised Medicaid reimbursement rates 
to increase provider participation. Although many private-practice phy- 
sicians will not accept Medicaid recipients because of low reimburse- 
ment rates, interviewed women generally obtained care from public 
clinics and few preferred to get care elsewhere. While higher reimburse- 
ment rates might improve access to mainstream health care by increas- 
ing provider participation, expanding Medicaid eligibility to cover 
additional low-income women would more effectively improve access to 
prenatal care. 



Changes in Medicaid 
Allow States to 
Expand Coverage 



As we discuss on page 38, women with Medicaid coverage were less 
likely than uninsured women to cite a lack of money as the most impor- 
tant barrier to earlier or more frequent care (10 percent of Medicaid 
recipients compared with 23 percent of uninsured women). In 1P84, 
1985, and again in 1986, the Congress enacted legislation that either 
required or allowed states to expand eligibility for Medicaid coverage of 
prenatal care services. This could reduce the number of uninsured 
women unable to obtain prenatal care because of a lack of money. A 
further option provided in 1986 — presumptive eligibility — coulf", by 
establishing Medicaid coverage earlier in the pregnancy, reduce the 
number of Modicaid-eligible women who cite lack of money as a barrier 
to care. 



Expanded Eligibility The Deficit Reduction Act (DEr.^A) of 1984 and the Consolidated Omni- 

bus Budget Reconciliation Act (u^bra) of 1985 required states to provide 
Medicaid coverage to certain categories of pregnant women and children 
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who meet Aid to Families with Dependent Children (afdc) income and 
resource standards, defra required states to provide Medicaid coverage 
for women who would qualif for afdc and Medicaid when their chil- 
dren are born and pregnant women in two-parent families where the pri- 
mary wage earner is unemployed. COBRA, by requiring states to provide 
Medicaid coverage to pregnant women in two-parent families even v/hen 
the primary wage earner is employed, further expanded eligibility for 
women who meet afdc income and resource standards. 

The Omnibus Budget Reconciliation Act of 1986 gives states the option 
(effective April 1987) to 

1. extend Medicaid coverage for pregnancy-related services to pregnant 
women with incomes higher than the state eligibility levels for afdc or 
Supplemental Security Income (ssO, but not more than 100 percent of 
the federal poverty level, and 

2. make ambulatory care available to pregnant women duiing a pre- 
sumptive eligibility period, so they may receive free prenatal care while 
their Medicaid applications are being processed. 

The Congressional Budget Office (CBO) estimated that extending Medi- 
caid coverage in all states to women with incomes not more than 100 
percent of the poverty level would increase federal Medicaid payments 
by about $190 million during fiscal year 1987. This estimate was not 
reduced to account for savings that would arise from improved prenatal 
care. CBO estimated increased Medicaid payments resulting from pre- 
sumptive eligibility of about $6 million over a 3-year period. 

That savings in reduced intensive care and long-term institutional costs 
can be expected to result from a reduced incidence of low birth- weight 
babies was stated by the House Committee on the Budget in its report on 
the Omnibus Budget Reconciliation Act of 1986 (House Report 99-727). 
Citing the work of the Institute of Medicine (see p. 14), the committee 
report said that these savings have been conservatively estimated to be 
in the range of $3 for every $1 invested in prenatal care. In the conunit- 
tee's view, expanded eligibility may well initially result in net outlays, 
but these costs will in subsequent years be more than offset by savings 
of the magnitude estimated by the Institute of Medicine. 

If widely adopted, these two options could help overcome lack of money 
as a barrier to care. Extending Medicaid coverage to women whose 
incomes are up to the federal poverty level could enable states to 
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expand the number of women eligible for Medicaid coverage. Many 
residents of the eight states we visited who were living below the fed- 
eral poverty level did not qualify for Medicaid, as shown in table 4.1. In 
Alabama, for example, for every 100 residents living below the federal 
poverty level there were 24 Medicaid recipients in fiscal year 1982, and 
in California there were 83. 



Table 4.1: Number of Medicaid 
Recipients Per 100 Residents Below the 
Federal Poverty Level (Fiscal Year 1982) 



State 




No. 


Alabama 




24 


Caiifornia 




83 


Georgia 




31 


Illinois 




58 


Maine 




53 


Massachusetts 




69 


New York 




60 


West Virginia 




37 



Source Health Care Financing Aamintstration (HCFA). Health Care Financing Program Statistics Analy- 
sis of State Medicaid Program Characteristics, 1984 (Baltimore. Md . 1984). pp 154'55 



Medicaid eligibility requirements varied widely air.ong the states we vis- 
ited, as shown in table 4.2. To qualify for Medicaid under afdc eligibility 
rules, a family of three could have a maximum annual income ranging 
from $1,416 in Alabama to $7,404 in California (15.5 and 81.2 percent 
of the federal poverty level, respectively). Similarly, to quaJify under 
medically needy ^ criteria, a family of three could have a maximum 
annual income ranging from $3,480 in West Virginia to $9,900 in Califor- 
nia (38.2 and 108.6 percent cf the federal poverty level, respectively). 
Alabama, the state with the lowest eligibility standard for the categori- 
cally needy, has no medically needy program. 



^States have the option of extending Medicaid ehgibility to individuals whose incomes are slightly 
higher than the AFDC level or who incur large medical expenses —generally referred to as the "medi- 
cally needy.** 
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Table 4.2: Medicaid Eligibility Standards 
for a Family of Three Based on Annual 
Income (as of January 1987) 





AFDC 




Medically needy 




Annual 


Percent of 


Annual 


Percent of 


State 


Income 


poverty" 


income 


poverty* 


Alabama 


$1,416 


155 


$ 


• 


California 


7,404 


81.2 


9,900 


108.6 


Georgia 


3,072 


33.7 


4,104 


45.0 


Illinois 


4,104 


45.0 


5,496 


60.3 


Maine 


6,432 


70 5 


6,492 


71.2 


Massachusetts 


5,892 


646 


7,896 


86.6 


New York 


5,964 


65.4 


7,400 


81 1 


West Virginia 


2,988 


32.8 


3,480 


38.2 


National average 


$4,496 


48.9 


$5,497 


59.8^ 



^Federal poverty level for states vistted $9,120 

^his percentage represents the average nnedically needy threshhold as a percent of poverty only for 
those states with a medically needy program 

Source* State Medicaid Informat.on Center. National Governors' Association. January 1987 



As of June 1987, according to the Children's Defense Fund, 19 states, 
including Massachusetts and West Virginia, liad implemented the 
expanded eligibility made possible by the Omnibus Budget Reconcilia- 
tion Act of 1986. Ten other states, including New York, have indicated 
that implementation is likely. 



Presumptive Eligibility Altlumgh lO percent of the Medicaid recipients who had received insuf- 

ficient Core cited lack of money as the most important barrier to care, 
their problems may be due to delays in establishing Medicaid eligibility. 
While our interview information did not enable us to determine exactly 
when the respondents established Medicaid eligibility, 41 or 85 percent 
of the 48 who cited a lack of money as their primary barrier to can? 
established Medicaid eligibility during their pregnancy. Of these women, 
26 or 63 percent claimed that they had encountered problems in estab- 
lishing eligibility. The most frequently cited problems were the length of 
time it took to receive their Medicaid cards and not knowing that they 
qualified for Medicaid. 

Those who cited a lack of money as their primary barrier to care were 
not the only women to indicate that they had problems getting on Medi- 
caid rolls. Of the 458 women we interviewed who tried to qualify for 
Medicaid during their pregnancy, 3C1 or 66 percent claimed they had 
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encountered problems in establishing eligibility. Eighty-two or 27 per- 
cent of tliose who encountered problems claimed that these problems 
kept them from going for care earlier or more often. Although not meet- 
ing Medicaid eligibility requirements was their most frequently cited 
problem, second most fn luently cited was the length of time it took to 
be notified of eligibility. 

Presumptive eligibility— providing free care during the application pro- 
cess — might help address lack of money as a barrier for Medicaid recipi- 
ents as well as remedy problems caused by delays in receiving a 
Medicaid card. Relatively few states, however, plan to implement this 
option. When the National Governors' Association surveyed state Medi- 
caid directors in lato January 1987 to determine the likelihood of states' 
adopting it, they found the directors cautious. 

Because of administrative complexities, nearly half of the directors 
believed further study was needed before a choice on presimiptive eligi- 
bility could be made, and only a small number believed that its potential 
benefits outweighed implementation problems. Many directors were con- 
cerned that the option might lead to worsened or more difficult provider 
relations. Some pointed out that providers might resist the added 
responsibility of determining eligibility or having to deny services to 
women determined ineligible by the Medicaid agency after the presump- 
tive period. The directors anticipated that providers might make incor- 
rect, unreliable, and problematic determinations establishing 
eligibility based on preliminary financial information. Further, directors 
were concerned about possible repercussions from eligibility denials 
made subsequent to granted presumptive status and about administra- 
tive problems related to autoirated systems used in eligibility determi- 
nations, verification, and provider payments. 

As of June 1987, no states had implemented presumptive eligibility, 
according to the Children's Defense Fund, and only three states planned 
to do so. 



Increasing Medicaid 
Reimbursement l^ates 
May Not Be Best 
Solution 



Many private-practice physicians will not accept Medicaid recipients 
because of low reimbursement rates and high medical malpractice insur- 
ance costs. But only 2 percent of the women who obtained insufficient 
care cited difficulty in finding a doctor, midwife, or nurse to see them as 
the most important barrier to earlier or more frequent care. Generally, 
the women we interviewed were able to obtain their prenatal care from 
a local hospital or public health clinic and did not prefer to go elsewhere 
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for care. States could better use their limited resources to expand Medi- 
caid eligibility for prenatal care services for women who do not cur- 
rently qualify for Medicaid rather than increasing Medicaid 
reimbursement rates to improve access to mainstream health care for 
women who meet current eligibility requirements. 



Low Medicaid 1986, the average Medicaid reimbursement rate for total obstetrical 

Reimbursement Rates ^^^^ including antepartum care, vaginal delivery, and postpartum care 

was about $473. Among the states we visited, reimbursement rates for 
total care varied from $255 in West Virginia to $1,027 in Massachusetts, 
The rates paid for total obstetrical care by each state we visited are 
shown in table 4.3. 



Tabie 4.3: Reimbursement Rates for Total 
Obstetrical Care in Eight States Visited 

(1986) 





Reimbursement 


State 


rate 


Alabama 


$450.X 


California 


721.68 


Georgia 


800.00 


Illinois 


446.00 


Maine 


50000 


Massachusetts 


1.027.00 


New York 


550.00 


West Virginia 





For the most part, Medicaid reimbursement rates are lower than fees 
charged by private physicians for obstetrical care. An ACOG survey of 10 
practicing physicians in each of 10 geographically diverse areas across 
the United Stat< J found the median physician charge in 1986 for total 
maternity care to be $1,000. The charges ranged from a mean of $840 in 
the rural Midwest to a mean of $3,422 in a large city in the East. Except 
for the Medicaid reimbursement rate in Massachusetts, these mean 
charges generally exceed Medicaid rates in the states we visited. 

Medicaid reimbursement was also less than that paid by Blue Shield 
plans in at least two states. For example, in New York, Blue Shield of 
Northeastern New York paid $1,500 for maternity care in contrast to a 
Medicaid payment of $550. Similarly, in California Blue Shield's fiscal 
year 1985/86 average payment for total maternity care was $1,200 com- 
pared with the Medicaid reimbursement of about $520. 
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Health oa^e providers often will not accept Medicaid recipient > because 
of low reimbursement levels, according to the Southern Regional Task 
Force on Infant Mortality (sponsored by the Southern Governors' Asso- 
ciation). The task force claimed that southern states in particular had 
low Medicaid participation rates due to low reimbursement, citing a 
November 1984 study^ showing varied Medicaid participat n rates 
across the country (see table 4.4). 



Table 4.4: Regional Variations In 
Medicaid Participatior Rates (November 
1984) 





Percent of OB/GVNs 


Region 


accepting Medicaid 


patients 


Northeast 


66 2 


^'')rth Central 


69.2 


South 


60.4 


West 


63.1 



When .ewer providers treat Medicaid recipients, the task force pointed 
out, services are in short supply or unavailable to those patients. As a 
result, it reconunended that states increase reimbursenr. .nt rates to pri- 
mary care providers under Medicaid. 

Six of the eight states we visited had recently increp^ed Medicaid reim- 
bursement rates, with increases ranging from 5 percent in Illinois to 100 
percent in New York and 103 percent in Massachusetts. In many cases, 
reimbursements were raised in an attempt to increase provider partici- 
pation. For example, in Massachusetts Medicaid reimbursement rates 
were increased to address physicians' concerns. Maine also raised its 
reimbursement rates to increase provider participation. However, 
according to state officials, their rates were still much lower than pri- 
vate insurers and, although most physicians were enrolled in the Medi- 
caid program, many were still unwilling to accept Medicaid recipients 
because of low reimbursement. 



^Janet Mitchell and Rachel Schurman, "Access to IVivate OEi-Gyn Services Under Medicaid/' Medical 
Care, No. 1 1, Vol. 22 (Nov 1984), pp. 1026-1037 
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Escalating MalpracUce 
Insurance Cobts Jimit 
Participation 



In a September 1986 report,^ we noted that oetween 1982 and 1984 the 
average malpractice premium for self-employed physicians had 
increased 45 percent (from $5,800 to $8,400), but the increase for 
obstetrics/gynecology was 72 percent (from $10,900 to $18,800). These 
premiums represent a small but growing percentage of the average total 
expenses of self-employed physicians. In general, betv^een 1982 and 
1984 the average insurance premiums increased from 7 to 9 percent of 
average total expenses, but for obstetrics/gynecology this increase was 
from 10 to 16 percent. 

In May 1985, we surveyed a variety of professional organi'^ations, 
including AGOG, on problems relating to malpractice insurance, including 
the impact of malpractice suits or the threat of suits. In responding, 
AGOG noted that medical malpractice suits or the threat of such suits had 
resulted in a decrease in patients' access to medical care and an increase 
in the cost of care. Further, it indicated an increase in the r umbers of 
physicians deciding to retire early or change specialties once established 
in practice. Because of the high percentage of Medicaid recipients and 
uninsured women who obtained their prenatal care from a public hospi- 
tal or health department clinic, rising malpractice rates may have a 
greater effect on privately 'nsured women's access to prenatal care to 
the extent that private-practice physicians retire or change specialties. 

In West Virginia, the ctate Medical Association surveyed its membi .s to 
ascertain the impact of professional liability problems on the actual 
practice of West Virginia physicians and the type and quality of health 
care they provided. Of the obstetricians/gynecologists who responded to 
the survey, 89 percent claimed that liability problems had affected their 

liability problems t ^ iy declined to provide Medicaid services. Noting the 
results of this survey, a West Virginia task force report pointed out that 
malpractice rates for obstetricians/gynecologists in West Virginia had 
increased 64 percent between 1985 and 1986 and were expected to 
increase by 30 percent in 1987. This task force concluded that low Medi- 
caid reimbursement rates, coupled with the large increase in malpractice 
rates, had resulted in many providers limiting or declining services to 
low-income pregnant women. 

Similarly, a recent report by the Southern California ^hild Heoiith Net- 
work stated that in 26 of California's 58 counties wom-^n on Medicaid 



'' Medical Malpractice. Insurance Coste Increased but Vaned An^ong Physiciaas and Hospitals (GAO/ 
HRD*86-U2),Sept 15, 19M 
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had little or no access to maternity care. The major causes noted for this 
lack of provider participation were inadequate reimbursement rates and 
high malpractice insurance premiums. 



Women Obtain Care at Sixty-nine or about 11 percent of the Medicaid recipients interviewed 

Public Clinics said that they had f.ncountered problems in finding a doctor who would 

see them. Of these women, 38 claimed this problem was a barrier to 
their receiving care earlier or more often. That the problem of finding a 
doctor willing to see them was limited appears to be due to the availabil- 
ity of care at public clinics. Fifty-two percent of the Medicaid recipients 
oKained their prenatal care from hospital clinics or local health depart- 
ment clmics, while 40 percent obtained care at a doctor's office. The 
remaining 8 percent went to other providers. 

While increasing Medicaid reimbursement rates for maternity services 
may improve provider participation and access to mainstream health 
care, it may not be the most effective way to use limited resources. With 
increased reimbursement, women may shift from public health depart- 
ments and hospital clinics to private physicians, yet still may not obtain 
significantly earlier or more continuous care. For instance, 57 percent of 
women who obtained most of their care at a doctor's offit. ^ obtained 
insufficient care. In addition, of women obtaining an insufficient level of 
care, only 2 percent said their most important barrier was "could not get 
a doctor, midwife, or nurse to see me " For the same group of women, 
this barrier ranked 13th out of 26 in terms of "most important" barriers 
and 15th of 26 in terms of all barriers to care. 



The federal government makes funds available for prenatal care ser- 
vices through block grants to states. Although the Congress appropri- 
ated $457 million for the Maternal aiid Child Health block grant 
program in fiscal year 1986, all 19 states and territories surveyed by the 
Southern Regional Task Force on Infant Mortality reported that block 
grant funds were insufficient to meet their needs. 

States may be able to at least partially compensate for the limited funds 
available unJer the block grant program by expanding Medicaid eligibil- 
ity to (!Over prenatal care for women with incomes up to 100 percent of 
the poverty level. This would shift to Medicaid some of the costs cur- 
rently covered by block grant funds, making more funds available for 
outreach and such special services as transportation. States could also 



More Block Grant 
Funds Needed, States 
Claim 
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reallocate funds from other block grant programs to support increased 
prenatal care services. 



MCH Block Grant Program The mch block grant program is authorized under title V of the Social 

Security Act as amended by the Omnibus Budget Reconciliation Act of 
1981 and administered by the Public Health Service. It provides grants 
to states to (1) assure that mothers and children (particularly those with 
low income or limited availability of health services) have access to 
quality maternal and child health services and (^) i?duce infant mortal- 
ity, among other things. To apply for a grant, a state must describe its 
intended use of funds; the population, areas, and localities needing 
maternal and child health services; its goals and objectives for meeting 
those needs; the types of services to be provided; the categories or char- 
acteristics of individuals to bo served; and the data it will collect on 
activities conducted. In addition, the states must assure that, among 
other things, block grant funds will be equitably distributed and low- 
income women v/ill not be charged for health services provided. 

States have great flexibility in determining what services can be pro- 
vided under the program. With the exception of inpatient services, 
states may offer whatever health and health-related services they 
choose, including free or subsidized prenatal care, health education, out- 
reach to pregnant women, and/or transportation services. The law 
1 .strict^; provision of inpatient services to "high-risk women," whom it 
does not define. According to a program official, most states consider 
this population to include aP low-income women, defined in the law as 
those whose income is at or below 100 percent of the federal poverty 
l<?ve! 

Of the $457 million appropriated for the mch block grant program in 
fiscal year 1986, about $388 million or 85 percent^ was allocated to 57 
states and jurisdictions^ to provide maternal and child health services 
and to reduce infant mortality. The states we visited were allocated 
$102.8 million, as shown in table 4.5. 



^The remairang 15 percent was set aside for Special Projects of Regional and National Significance 
(SPRANS) (see p 58). 

"MCH blov:k grant funds were allocated to the 50 States and the following jurisdictions the District of 
Columbia, Puerto Rico, the Virgin Islands, American Samoa, Guam, the Manana Islands, and the 
Trust Temtones. 
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Table 4.5: MCH Block Grant Funds 
Allocated to Eight States Visited (FY 

1986) 



State 


MCH blocK' grant 


allocation 


Alabama 


$8,4 


California 


22,4 


Georgia 


11 4 


Illinois 


15.4 


Maine 


27 


Massachusetts 


8.8 


New York 


28.7 


West Virginia 


50 



Total 



$102.8 



Information on the amount of MCH block grant funds used specifically to 
provide prenatal care was unavailable at the federal level. Although 
states report their use of mch funds, the reports are not standardized, 
and states need not report expenditure data in this detail. 

In November 1985, the Southern Regional Task Force on Infant Mortal- 
ity reported that all 19 of the southern states and territories agreed that 
MCH block grant funds were insufficient to meet the needs of their cli- 
ents. The states desired more support for hospital costs, family plan- 
ning, prenatal services, outreach, and staffing. According to the study, 
expansion of mch block grant funds would allow states to provide pre- 
ventive health care education and services to needy women and infants. 

The expanded eligibility made possible under th^ Medicaid program 
gives states the potential of shifting some of the population currently 
served imder MPH hlnrk 0runt<i fn fhp MpHipi. H rxmamm T^\t YwrwrirWr^a 

^ -7 — J. o ' f"" ^ ' *o 

Medicaid services to women with incomes up to 100 percent of the pov- 
erty level (see p. 47), states could increase the use of block grant funds 
to provide 

• education and outrea'^h services to help inform low-income women of 
the importance of prenatal care and where to obtain it; 

• transportation services to overcome one of the major barriers identified 
"ly the women we interviewed; and 

• prenatal care services, either free of charge or at subsidized rates, to 
uninsured women whose income, though above the federal poverty 
level, is still limited and who continue to face difficulties in paying for 
care. 
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In a May ' 984 report,^ we pointed out that other federal funds were 
available ^o support mch programs. Funds can be transferred into mch 
from other block grants. For example, we reported that Mississippi had 
transferred $700,000 from the Low-Income Home Energy Assistance 
block grant to the mch program in 1983 to fund several projects, includ- 
ing two maternity programs in high-risk areas. 

States determine how their mch block grant funds will be used. This 
gives them the added flexibility to shift funding among the various pro- 
grams currently supported by mch block grants in order to increase pre- 
natal care services. 



More Evaluation and 
Dissemination of 
Information on 
Prenatal Care 
Initiatives Needed 



Although each of the states and communities we visited had one oi more 
initiatives to improve access to prenatal care, little data were available 
on the success of these initiatives. Through the mch block grant program 
and the adolescent family life program, phs funds research and demon- 
stration projects to identify, evaluate, and disseminate innovative meth- 
ods to improve access to prenatal care, phs should take a leading role in 
evaluating and disseminating information on prenatal care initiatives 
being carried out in states and communities, particularly those funded 
by MCH block grant funds. 



PHS Supports Research 
and Demonstration 
Projects 



Fifteen percent or $69 million of the fiscal year 1986 mch block grant 
appropriation was set aside for Special Projects of Regional and National 
Significance to improvp the health '^tatus outcomes for mothers and chil- 
dren. Among these were MCH projects that demonstrated and tested vari- 
ous approaches to improve the delivery of services to mothers and 
children. 



For example, in fiscal year 1986 i..s provided $218,000 in mch block 
grant funds to the Improved Prenatal Care Utilization and Birth Out- 
come Project conducted by the Massachusetts Department of Public 
Health. This project aims to 

1. identify behavioral, cultural/linguistic, and structural factors that 
influence prenatal care utilization; 



^' Maternal and Child Health Block Grant Ingram Changes F^mergmg Under State Acimimstration, 
(GA0/HRI>84-35), May 7, 1984 
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2. assess systematic gaps in prenatal care service delivery in four 
communities; 

3. plan and implement community-based interventions to reduce barri- 
ers to care, particularly for women at high risk for adverse birth out- 
comes; and 

4. evaluate these interventions for their impact on prenatal care 
utilization. 

Results of SPRANS projects are disseminated in various ways, according 
to an MCH program official. Results of some completed projects are pub- 
lished periodically in administrative publications and discussed at the 
annual meeting of state program directors. In addition, annually the 
Division of MCH publishes abstracts of active projects and sends them to 
state program directors, phs regional offices, and sprans grantees. 

Another PHS program that funds research and demonstration projects is 
the adolescent family life program, which provides grants to public and 
private nonprofit agencies to address adolescent pregnancy. The demon- 
stration projects provide care and/or pregnancy prevention services to 
adolescents. In addition, grants and contracts are awarded to support 
research and dissemination activities concerning the causes and conse- 
quences of adolescent premarital sexuai relations, contraceptive use, 
pregnancy, and child rearing. In fiscal year 1986, $14 million was appro- 
priated to fund 85 demonstration and 11 research projects. 

PHS annually publishes a document providing general information on 
parh of the ongoing deraonstration projects and distrib'itss it to ?J1 pro- 
ject directors and various interest groups. But, as state health depa* - 
ments and directors of state MCH programs do not routinely receive 
copies of this document, they may be unaware of projects that could 
help them plan or improve prenatal care initiatives in their states. 



Little Information 
Available on Effectiveness 
of State and Local 
Programs 



In tl 3 states and communities we visited, we identified a number of pro- 
grams that attempted to overcome barriers to prenatal care. (App. XIV 
describes several programs in the states and communities we visited.) 
All states we visited had one or more programs that provided prenatal 
care to low-income women, often at no cost to the women. Eligibility for 
these programs varied. Some accepted only participants who were not 
eligible for Medicaid, while others would accept Medicaid patients, and 
still others targeted high-risk women or teenagers. 
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By providing prenatal oare, these programs primarily addressed the 
financial barriers to care. However, through the services they provided, 
other barriers, particularly educational/ attitudinal barriers, also v^ere 
addressed. For example, several of the programs offered not only prena- 
tal care, but social and nutrition services, health education, outreach, 
counseling, and prenatal and/or parenting classes. 

In addition, many programs v^e identified were primarily aimed at edu- 
cation and outreach — often to increase aw^areness of services available 
for pregnant v^omen. For example, directories to maternal and child 
health services v^ere published or telephone referral services estab- 
lished. Other programs informed the public of the importance of prena- 
tal care or offered support services or education to pregnant v^omen. For 
example, one program linked pregnant teenagers vnth adults they could 
trust to help them through pregnancy and into parenthood. 

Finally, transportation problems were addressed by a few local pro- 
grants in the states we visited, ^or example, one program not only pro- 
vided transportation to and from prenatal care visits, but also visited 
pregnant women in their homes to encourage them to go for prenatal 
care. Another provided a van equipped as a medical office to visit rural 
sites monthly with prenatal services. 

Little information was available, however, on the effectiveness of these 
programs. Programs that had been evaluated showed that the services 
offered had improved access to prenatal care. Perhaps the best example 
of the benefits derived by offering comprehensive care to low-income 
women was provided by California's OB Access Pilot Project. It was 
jointly funded by Medicaid and title V (Maternal and Child Health Ser- 
vices) of the Social Security Act from July 1979 through June 1982. The 
project aimed to (1) improve Medicaid-eligible women's access to obstet- 
rical services in areas wnere a lack of providers or poor provider partic- 
ipation posed a problem; (2) offer these women quality, comprehensive 
prenatal care; and (3) reduce perinatal mortality and morbidity rates 
and the percentage of pregnancies with complications. In total, 5,422 
women completed care in the project. 

In addition to addressing gaps in prenatal health services, the project 
was designee to provide the evaluation data needed for planning future 
projects. The project evaluation demonstrated positive results as 
follows: 
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• Access to care was increased by contracting with providers in areas 
where lack of access to maternity services had been demonstrated. 

• Continuity of care was provided; 84 percent of the registrants completed 
care in spite of a variety of access problems. 

• OB Access mothers had fewer problems in pregnancy outcomes com- 
pared with a matched group of similar mothers from the same counties. 
The 03 Access mothers had a low bi^;h- weight rate of 4.7 percent com- 
pared with the matched group's rate of 7.0 percent. 

• The cost of providing this enhanced care was 5 percent higher than the 
average cost of care provided under the current Medicaid program. 

• The benefit-cost ratio of the program was found to be 1.7-2.6:1 for the 
short run and may be greater in the long run, when compared with the 
Medicaid program. 

Based on the results of the OB Access Pilot Project, California enacted 
legislation mandating that Medicaid services for prenatal care include 
the extra care components introduced in the OB Access Pilot Project and 
increasing the reimbursement rate for providers who delivered these 
comprehensive perinatal services. At the time we completed our field 
work, the California Department of Human Services was finalizing Medi- 
caid regulations to implement the legislation and will be obtaining Medi- 
caid provider applications to participate in the expanded program 
during 1987. 

The kind of evaluation done for the OB Access Pilot Project was the 
exception rather than the rule. In 1986, when we reviewed teenage preg- 
nancy programs, we found a similar lack of evaluation.' Although we 
identified numerous state and local programs that seemed promising, 

thp evidence of their pffprfivpnp<;s wa<? frpnnpnf Iv pifhpr lacl^iTit^ or 

■> ___ -1 »/ " - -C-'. — — • 

ambiguous. 

The Southern Regional Task Force on T^fant Mortality also pointed out 
the need for more information regarding effective prenatal care pro- 
grams. It recommended that (1) cost-benefit studies of maternal and 
infant care programs be conducted and (2) he federal government 
encourage research in preventive perinatal health care, including moti- 
vational and educational aspects of health and social service delivery. In 
addition, the task force believed states should establish a maternal and 
infant health clearinghouse to provide state officials, planners, and the 
public information on what senr'ices, programs, and data are available. 



^ Teenage Pregi.ancy 600.000 Births a Year but Few Tested Programs (GA0/PEMD-86-16BR), July 
21, 1986. 
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We agree with the task force that more needs to be done to evaluate 
programs seekmg to improve access to prenatal care. Evaluations simi- 
lar to that done for the OB Access Pilot Project could provide useful 
information to states and localities in both establishing and improving 
prenatal care programs. A mechanism exists to disseminate the results 
of any evaluations conducted by phs. In 1983, phs' Division of Maternal 
and Child Health established the National Maternal and Child Health 
Clearinghouse as an information resource center.^ The primary function 
of the clearinghouse is to provide information through the dissemination 
of publications. As such, it identifies selected resources on maternal and 
child health and human genetics issues and helps make them available 
to those who request them. But the clearinghouse distributes materials 
only on request and maintains no mailing list for specific publications. 
Information dissemination might be improved if publications were rou- 
tinelv sent to individuals involved in planning and operating prenatal 
care nitiatives. 



Slimmarv States and conmiunities have shown an interest in improving access to 

^ prenatal care through the various programs currently in operation. 

Without evaluations, however, it is difficult to determine the extent to 
which these programs are meeting their objectives or whether the pro- 
grams might be improved. If PHS were to evaluate ongoing programs, 
particularly those funded by the mch block grant, and disseminate infor- 
mation on **best practices,** states and communities could use this infor- 
mation to establish or revise programs to achieve the best results. 



^Some of the functions of the clearinghouse onginally began in 1978 when the Division of Maternal 
and Child Health established the National Cleannghouse for Human Genetic Diseases In 1982, the 
cleannghouse*s mandate was broadened to incluc^e all maternal and child health areas, and the name 
was changed to the National Center for Education in Maternal and Child Health The National Mater- 
nal and Child Health Cleannghouse was estabhshed as a separate entity in 1983 when the cleanng- 
house function was separated from the education and research function. 
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Conclusions l^S5, virtually no progress had been made in meeting goals set by 

the Surgeon General in 1980 for reducing the percentage of live births 
that are of low birth weight and getting women to obtain prenatal care 
within wie first 3 months of pregnancy. In fact, the United States has 
made less progress in reducing infant mortality than most other indus- 
trialized nations, data from the Children's Defense Fund shows. 

If the Surgeon General's goals are to be met, concerted efforts are 
needed by federal, state, and local governments to develop programs to 
ensure that women most at isk of poor pregnancy outcomes — low- 
income, minority, and adolescent women — begin care early in pregnancy 
and obtain care frequently. Despite existing federal, state, and local 
eflorts to improve access to prenatal care, 63 percent of the Medicaid 
recipients and uninsured women we interviewed obtained insufficient 
care. 

This far exceeded the percentage for privately insured women in the 
same conmiunities. The problems interviewed women had in obtaining 
sufficient prenatal care affected women of all childbearing ages, of all 
races, and from small, medium, and large communities. Further, they 
affected both women without health insurance and those covered by 
Medicaid. 

Although three barriers to earlier or more frequent care predominated 
in virtually every community — lack of money to pay for care, lack of 
transportation to get to the provider of care, and lack of awareness of 
the pregnancy — the importance of these and other barriers varied by 
community. Because most women faced multiple barriers, programs 
focused on overcoming one barrier may have limited effect overall on 
prenatal care in a community. A comprehensive effort is needed to iden- 
tify the primary barriers in the community by systematically gathering 
data in a manner such as the questionnaire used in our study, develop 
programs to overcome tnose barriers, and evaluate the effectiveness of 
the programs in improving access to care. Although the solutions must 
be designed to meet the needs of individual communities, federal funds 
are available through the Medicaid and mch block grant programs to 
assist states and comitiunities. 

The availability of free prenatal care appears to reduce significantly the 
percentage of women citing lack of money as a barrier to earlier or more 
frequent care. Women covered by Medicaid were less likely to cite lack 
of money as a problem than uninsured women (10 percent versus 23 
percent), and uninsured women in such communities as Birmingham 
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that offered free prenatal care had fewer women avoiding care foi lack 
of money to pay for it. 

Recent federal legislation allows states to expand the availability of free 
care through changes in Medicaid eligibility. States can now offer Medi- 
caid coverage to women whose incomes are up to 100 percent of the 
federal poverty level. This option is particularly important in such 
states as Alabama, Georgia, and West Virginia where Medicaid eligibility 
criteria prevent pregnant women living well below the poverty level 
from qualifying for Medicaid coverage. 

While expanding Medicaid eligibility in all states would increase Medi- 
caid costs for prenatal care services — CBO estimated a fiscal year 1987 
increase of $190 million — these costs should be offset by savings from 
reduced newborn intensive care and long-term institutional costs. 
According to the Institute of Medicine, for every dollar spent on prena- 
tal care for high-risk women — such as those we interviewed — over 
three dollars could be saved in the costs of care for low birth-weight 
infants. Professional servic^s associated with prenacal care cost an esti- 
mated $400 (excluding labor and delivery costs) compared with new- 
bom intensive care costs averaging about $14,700 for each low birth- 
weight infant. 

States also have the option of presumptive eligibility — providing free 
care to women while their Medicaid applications are being processed. 
This option is important because women may delay care until their eligi- 
bility is established. Of the Medicaid recipients who cited lack of money 
as a barrier to earlier or more frequent care, 85 percent established 
Medicaid eligibility during their pregnancy, and 63 percent said that 
they encoimtered problems in establishing eligibility. By providing free 
care during the eligibility process, states could help remove lack of 
money as a barrier to care for Medicaid recipients, particularly during 
the critical first 3 months of the pregnancy. 

States are reluctant tn implement the presumptive eligibility provisions 
because of anticipated administrative problems. But the potential bene- 
fits in reduced newborn intensive care costs and infant mortality should 
more than offset the modest cost — estimated by CBO to be $6 million 
over a 3-year period — of paying for prenatal care during the presump- 
tive eligibility period. HHS should work with the states to overcome any 
administrative problems that might be encountered in implementing the 
presumptive eligibility provisions. 
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Raising Medicaid reimbursement rates has been suggested by some 
health care organizations as one way to increase access to prenatal care. 
They reason that higher reimbur seraent rates would result in more pri- 
vate-practice physicians accepting Medicaid patients, thereby increasing 
access. Our study showed, however, that few women had problems find- 
ing a physician or other health care provider to see them. Most obtained 
their care at hospital or public health department clinics, and the women 
generally did not express a preference for obtaining care elsewhere. 
While higher reimbursement rates may be justified, they will, in our 
opinion, do little to improve access to prenatal care for most women. 
Instead, they will expand the choices of providers available to women 
obtaining care at a hospital or public health clinic. States with limited 
resources to devote to the Medicaid program could achieve better suc- 
cess by (1) expanding eligibility to provide Medicaid coverage to preg- 
nant women with incomes up to 100 percent of the poverty level and (2) 
providing free care during the eligibility process. 

Although the Medicaid program will pay for transportation to obtain 
prenatal care, we found in three of the eight states visited that coverage 
of such services was either limited or not well publicized. Even where 
payment is available, transportation still may be a barrier if public 
transportation is unavailable or women must travel long distances to 
obtain care. 

The primary federal support for transportation and educational activi- 
ties and medical services for uninsured women comes from the MCH 
block grant program. Little information is gathered and disseminated by 
PHS, however, on how much of the block grant funds are used for prena- 
tal care services and how effectively state and local progr^ims improve 
access to prenatal care. 

All 19 southern states and territories surveyed by the Southern Regional 
Task Force on Infant Mortality reported that MCH block grant funds 
were not sufficient to meet their needs. States have several options 
available to make more effective use of MCH block grant funds to provide 
prenatal care services: 

1. Implement the expanded Medicaid eligibility provisions of the Omni- 
bus Budget Reconciliation Act of 1986. This would shift costs for medi- 
cal services currently paid for through block grants to the Medicaid 
program, making more funds available for other activities. 
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2. Allocate a greater portion of mch block grant funds to prenatal care 
services. 

3. Supplement the federal mch allocations by transferring funds from 
other block grant programs to the MCH program. 

GAG is doing a study to determine whether the current mtchod of allocat- 
ing MCH block grant funds targets the limited funds available to states 
and localities with the greatest need and the least capacity to meet their 
needs. 



ReCOItUnendcttiOnS reconamend that the Secretary of hhs direct the hcfa Administrator 

to 

• develop and provide to the states data on (1) the increased cos^s they 
would likely incur in expanding Medicaid eligibility to include pregnant 
women with incomes up to 100 percent of the federal poverty level and 
(2) the corresponding decrease in costs for newborn intensive care and 
long-term institutional care they could expect to result from improve- 
ments in prenatal care services and 

• work with states to overcome the administrative problems that prevent 
them from adopting the presumptive eligibility provisions of the Omni- 
bus Budget Reconciliation Act of 1986. 

We also recommend that the Secretary direct ^he Surgeon General to 

• expand efforts to evaluate programs to improve access to prenatal care 
and disseminate the results of these evaluations through the National 
MCH Clearinghouse and 

• provide technical assistance to communities in developing comprehen- 
sive plans for identifying the most important barriers to care in the (Com- 
munity and designing programs to help overcome those barriers. 
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In conducting this study of prenatal care, our objectives were to 

• assess the adequacy of prenatal care (in terms of number of visits and 

f"»^»V)pcf'Or» r^'f •five'*" ^^icit"^ /%V»i-oi*-»rtrl V\-fr «xp/^w>^v-t •«»fVv/- itf^w*^ ^-^^ "h ti^^i^ vr^^^i^ 

or uninsured; 

• identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 

• identify federal, state, and local programs aimed at overcoming such 
barriers. 

To accomplish our first two objectives, we interviewed 1,157 Medicaid 
recipients and uninsured women at 39 hospitals^ in 32 communities. We 
accomplished our third objective by interviewing state and local officials 
and collecting data on state and local programs that address difficulties 
of accessing prenatal care. We also evaluated recent changes in the 
Medicaid and Maternal antl Child Health Programs. 



Selection of 
Communities 



A three-step piocesb was followed in selecting conun .nities and hospi- 
tals. First, we selecteu eight states^ — Alabama, California, Georgia, Illi- 
nois, Maine, Massach usetts. New York, and West Virginia — to 

• include sta^ ' with large Medicaid programs, 

• obtain a mix of Medicaid programs in terms of eligibility and benefits, 
and 

• cover mos' regions of the country. 

Next, within each state, we selected communities to obtain a mix of 



• large metropolitan areas, such as New York (Manhattan), Atlanta, and 
Los Angeles; 

• other urban areas, such as Syracuse, New Yo>-k, Sacramento, California, 
and Peoria, Illinois; and 

• rural areas, such as Clarksburg, West Virginia, and Troy, Alabema. 

In selecting communities, we also attempted to obtain a mix of racial 
groups and geographic dispersion around the state. 



'Our study initially included 40 hospitals, but we dropped Saint Vincent's !osp;ic; in Birmingham, 
Alabama from the study because only one relevant birth ocairred dunng the 7-day p^nod we cov- 
ered, and that woman did not consent to an interview. 

^Two of the 8 states, Mame and Massachusetts, accounted for a total of only 4 hospitals and 70 
mterviews, or 6 percent of total c^s, because we conducted only pilot tests ai these lo< ations. 
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Finally, within each commmiity, we selected the hospital that had the 
largest number of Medicaid-reimbursed and uninsured births.^ In addi- 
tion, in seven communities we selected a second hospital to obtain a bet- 

or to increase the number of interviews in selected communities. The 
characteristics of the 32 communities and 39 hospitals are shown in 
table I.l. 



^In New York City (Manhattan), we selected the hospitals that had the second and third largest 
number of Medicaid and uninsured births mo t to include a large black and Hispanic population 
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Table 1.1: Characteristics of Communliies and Hospitals Included in GAO's Study (1986 87) 



Conmnity /hospital 


Type of corrunity 


•JJC^ " — ^— 

ownership 


Prenatal 
clinic? 


Bimingham, Alabam 
Cooper Green 


Urban 


Public 


No 


Huntsville, Alabama 
Huntsville 


Urban 


Public 


No 


Montganery, Alabaira 
Baptist Medicad Center 


U^'ban 


Not-for-profit 


No 


Selina, Alabara 
Vaughan Regional Medical Center 


Rural 


tfot-for-profat 


No 


Trcjy, Alabama 
Edge Merorial 


Rural 


Public 


No 


Los Angeles, California 
Los Angeles County-USC 

^5edical Center 
Long Beach Menorial 

Medical Center 


Large urban 


Public 

Not-for-profit 


Yes 
Yes 


Bakers field, California 
Kern Medical Center 


Urban 


Public 


Yes 


Sacramento, California 
Sutter Memorial 


Urban 


Not-for-profit 


No 


El Centro, California 
El Centre Ccrrunity 


Rural 


Public 


No 


Ukiahr California 
iJkiah General 


Rural 


For-profit 


No 


Atlanta, Geor-^a 
Grady Memorial 

Georgia Baptist Medical Cent*^r 


Large urban 


Public 

Not-for-profit 


Yes 
Yas 


Colunbus, Georgia 
Medical Center 


Urban 


Public 


Yes 


Savannah, Georgia 
Menorial Medical Center 


Urban 


Not-for-profit 


Yes 
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ConminityA>ospital 

Anericus, Georgia 
Sumter Regional 

Brunswick, Georgia 
Glynn-Brunswick Menorial 

Chicago, Illinois 
Cook County 

Ingalls Menorial 

Peoria, Illinois 
Saint Francis Medical Center 
Methodist Medical Center 

Pockford, Illinois 
Rockford Menorial 

Carbondale, Illinois 
Menorial Hospital 

Mattoon, Illinois 

Sara Bush ilnooln Health Center 

Bangor, Maine 

Eastern lifeline Medical Center 

Augiista, Maine 

Kennebec Valley Medical Center 

Boston, Massachusretts 
Brighan and Women's 
Boston City 

New York, New York 

Harlen Hospital Center 
Colurbia -Pre sbyt er lan 
Medical Center 

Buffalo, tCew York 
Quldren's 

Syracuse, New York 
Crouse-Irving Menorial 
Saint Joseph's 

Kingston, New York 
Benedictine 



lype of oofTTTunity 
Rural 

Rural 

Large urban 

Urban 

Urban 



Type of hospital 
ownership 



Public 



Prenatal 
care 
clinic? 



No 



Rurail 



Fvural 



Urban 



Rural 



Lu ge urban 



Large urban 



Urban 



Urban 



Rural 



Public 



Public 

Not-for-profit 



Not-fcr-profit 
Not-f or-prof it 



Not-for-profit 
Not-for-profit 
Not-for-profit 
Not-for-profit 
Not-for-profit 



Not-for-profit 
Public 



Public 

Not-for-profit 
Not-for-profit 



Not-for-profit 
Not-for-profit 



Not-for-profit 



No 



Yes 
No 



Yes 
No 



Yes 



No 



No 



Yes 



^5o 



Yes 
Yes 



Yes 

Yes 

Yes 



No 
Yes 



Yes 
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Comnrunity A^ jg^ ta 1 

Auburn, New York 
Auburn Manorial 

Charleston/ West Virginia 

Charleston Area Medical Center 

Huntington, West Virginia 
Cabell Huntington 

Bluefield, West Virginia 
Bluef:eld Ccnrunity 

Clarksburg, West Virginia 
United Hospital Center 

Totals (of 32 ootmmities and 
39 hospitals reviewed) 



Type of oorriLiity 
Rural 

Urban 

Urtan 

Rural 

Rural 

5 large urban 
14 Urban 

13 Rural 



Prenatal 
Type of hospital care 
o^ership clinic ? 



Not-for-profit tto 

Not-for-profit Yes 

Public Yes 

Not-for-profit No 

Not-for-profit No 
24 Not-for-pfofit 19 No 

14 Public 20 Yes 



1 For-profit 
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Hospitals, which account for 99 percent of all U. S. births, were selected 
as the site of our interviews primarily to overcome, tho difficulties antic- 
ipated in locating and interviewing women once they had left the hospi- 
tal. Each of the hospitals agreed to assist in our study, having their staff 
identify Medicaid recipients and uninsured women for interviews and 
administer consent forms. Because the hospitals were not responsible 
for providing p^-enatal care to women who delivered there, the results of 
the interviews do not in any way reflect on the adequacy of services 
provided by the 39 hospitals. 

At each selected hospital, we attempted to interview Medicaid and unin- 
sured women to determine 

• when they started receiving prenatal care, 

• how many prenatal care visits they received, and 

• what barriers prevented them from getting prenatal care earlier or more 
often. 

The standardized questionnaire (see app. II) we used w^s rr viewed by 
officials of the Institute of Medicine, the American College of Obstetri- 
cians and Gynecologists, the Alan Guttmacher Institute, and the Chil- 
dren's Defense Fund; their comments were incorporated where 
appropriate. We also translated the questionnaire and consent form into 
Spanish in anticipation of a significant number of Hispanic women in 
our population. 



We used two separate approaches in selecting women to be interviewed. 
First, at 23 urban hospitals lospital staff would identify Medicaid 
recipients or uninsured women who delivered over a consecutive 7-day 
period. Usually on the day after delivery, the hospital staff asked Medi- 
caid recipients or uninsured women to si^^n a consent form (see app. III). 
This voluntarj^ consent form provided the woman's permission for gag 
to 

• interview her about the prenatal care she obtained and 

• review any of her hospital, physician, public health clinic, or other medi- 
cal records related to her pregnancy. 

If a woman consented, gag staff trained in structured interview tech- 
niques administered a 20-minute questionnaire before the ^voman left 
the hospital. A total of 758 interviews were conducted in these 23 
hospitals. 



Selecting the Women 
to Be Interviewed 
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A second approach was used at 16 hospitals, 13 rural and 3 urban,^ at 
which we generally expected only about one hospital interview a day. 
This approach invoi . ed three components to help assure a larger 
number of interviews: 

• At each hospital, for a consecutive 28-day period, hospital staff identi- 
fied Medicaid recipients or uninsured women who delivered. Usually on 
the day after dehvery, the hospital staff asked these women to sign the 
consent form. If a woman consented, she v/as asked to return to the hos- 
pital at a later date for a face-to-face interview. Upon her return,^ she 
received $25 to complete the inter\'iew. A total of ?A3 women returned 
for interviews. 

• We also interviewed women who delivered about the time we were at 
these hospitals to conduct interviews with the returning women. For 
the ;e inpatient interviews, we generally used the urban hospital 
approach discussed above. A total of 117 interviews were conducted 
with inpatients. 

• At four hospitals,^ at which relatively few interviews were obtained 
using the first two components, we also visited local health clinics to 
interview women returning for post-partum visits. At these locations, 
we identified women who had deliver'^ in about the past 2 months and 
asked them to consent to an interview. This con;ponent accounted for 39 
interviews. 

Overall, of 1,670 women who received consent forms, 1,403 or 84 per- 
cent consented to be interviewed (see table 1.2). Consent rates ranged 
from 52 percent at Sara Bush Lincoln Health Center to 100 percent at 
Cooper Green Hospital, Baptist Medical Center, and Saint Francis Medi- 
cal Center. The 23 hospitals at which we used the urban methodology 
had a consent rate of 88 percent, while the 16 hospitals at which we 
used the rural (28-day) methodology had a consent rate of 77 percent. 
One reason that the rural consent rate is not higher is that some women 
declined to participate because of the distance involved in returning to 
the hospital. 



"^Rockford Memorial Hospital, Charleston Area Medical Center, and Cabell Huntington Hospital 

^We did noc use this payment methodology to obtain the mterviews at Kennebec Valley Medical 
Center, Augusta, Maine. At this pilot-test hospital, we attempted to interview women in the hospital 
and women retunung to local providers for postpartum visits 

^Ukiah General Hosp»tal, Glynn-Brunswick Memorial Hospital, Sara Bush I jncoln Health Center, and 
Kennebec Valley Medical Center 
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Tabie L2: Women Interviewed and Records Validated, by Hospital (1986-87) 









Women consenting 












No. of Medicaid 






to Interview 


Interv lews 


Ful 1 


val Idat Ions 




recipients and 


No. 




Percent of 




Percent 




Percent 




uninsured women 


admin I stered 




women administered 




of 




of 


Stote/hospltol 


vho del Ivered 


consent form 


No. 


consent form 


No. 


coo sents 


No. 


Interv lews 




















Cooper Greon 


35 


35 


35 


1 00 


J J 


1 00 


31 


89 


Huntsvl He 


22 


20 


19 


95 


1 9 


1 00 


18 


95 


Baptist Medical Center 


24 


24 


24 


1 00 


22 


92 


18 


82 


Voughcn Regional Medical 


















Center 


58 


58 


51 


88 


4: 


88 


43 


96 


Ed^e Mwxrial 


28 


28 


25 


89 


24 


96 


23 


96 


Cal Ifornla 


















Los Angeles County- 


















(USC Mddlcal iter) 


357 


309 


306 


99 


1 95 


64 


1 63^ 


84 


Memorial Medical Center 


2Z 


21 


J 7 


81 


1 7 


1 00 


1 7 


100 


Kern Medical Center 


65 


65 


47 


72 


39 


83 


32 


82 


Sutter Memor'al 


42 


:s9 


28 


72 


?6 


93 


26 


100 


El Centro Community 


38 


38 


"? 7 


71 


19 


70 


1 7 


89 


UKIah General 


46 


23 


19 


83 


18 




16 


89 


Georg la 


















Grady Me,x>rlal 


92 


92 


85 


92 


83 


98 


70 


84 


Georgia Baptist Medlcai 


















Center 


1 7 


1 7 


13 


76 


12 


92 


9 


75 


Medical Center 


32 


30 


26 


87 


26 


100 


1 7 


65 


Memo-lal Medical Center 


31 


^0 


24 


92 


23 


96 


20 


87 


Sumter Regional 


42 


40 


34 


8^ 


23 


68 


18 


78 


Glyn' -Brunswick Memorial 


49 


34 




68 


24 


80 


^ 9 




I 1 1 Inols 


















Cook County 


102 


102 


78 


76 


61 


78 


38 


62 


liigal 1 s Memor lal 


7 


7 


5 


71 


4 


80 


4 


100 


Saint Francis 


















Med i cal Center 


16 


16 


16 


100 


14 


88 


11 


79 


Methodist Medical Center 


7 


7 


5 


71 




loo 


5 


100 


Rockford M&norlai 


55 


53 


36 


68 


34 


94 


25 


74 


Memorial Hospital 


67 


61 


46 


75 


38 


83 


32 


&4 


Sara Bush Lincoln Health 


















Center 


33 


33 


1 7 


52 


1 7 


100 


14 


82 
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Stato/hospltal 



Womon consenting 

No. of Me<jlcald to Interview I nterv lews 

Kecipionts and No. Percent of Percent 

uninsured wornon administered worrven administered of 

*ho delivered consent 'on.' No. consent form No. consents 



Full validation 
Percent 
of 

No. Intorvle* 



Mai no 



Eastern Maine Medical 

Center 16 16 13 81 10 77 10 100 

Kennet>ec Valle^ ^d»C3i 

Center 10 1 0 9 90 9 1 00 9 1 00 



Massachusetts 



Brigham and Wcwen's 50 50 42 64 35 33 16* 51 

Boston City 25 22 18 82 16 89 6 50 

New Yoi-k 



Harlem Hospital Center 


52 


52 


44 


35 


43 


98 


32« 


74 


Col umo 1 a-Presbyter i an 


















Medical Center 


56 


53 


42 


79 


41 


98 


23 


56 


Ch 1 Idren 's 


21 


21 


16 


76 


16 


100 


.0 


63 


Crouse-I rv Ing Menoriol 


1 \ 


11 


8 


73 


3 


100 


7 


98 


Saint Joseon's 


9 


9 


6 


39 


8 


100 


6 


100 


BeneO ict ine 


25 


25 


:o 


oO 


14 


70 


9 


64 


AuDurn M&Dori a I 


24 


24 


1 7 


71 


16 


94 


13 


81 


est V irg m ta 


















Cnarleston Area Medical 


















Center 


c8 


68 


45 


66 


38 


84 


37 


97 


Cabel 1 Hunt Ington 


41 


41 


37 


90 


25 


66 


23 


92 


Bl jef leid Cofftfnun Ity 


69 


69 


55 


60 


39 


71 


37 


95 


United Hospital Center 


21 


21 


16 


76 


16 


100 


16 


100 


Total 


1 .785 


1 ,670b 


1 ,403 


64 


1 ,157 


82 


946 


82 








sxz z s 








mam 





*£stin»ffte<j numoer Pesed c-o saT^ple results. 



*A total of r>5 -cr^on !e*t the hospital before fhe cc>^sent form co'-'d be acnm i stered. 
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Of the 1,403 woipen who consented to be interviewed, we interviewed 
1,157 (82 percent). The interview rates ranged from 64 percent for 
women at Los Angeles County-USC Medical Center to 100 percent for 
women at 11 other hospitals. For both the 23 hospitals at which we used 
the urban inter\1ew methodology and the 16 hospitals at which we used 
the rural methodology, the interview rate was 82 percent. (See table 1.2) 

We were unable to interview 246 women (18 percent) who consented to 
be interviewed because: 

146 women were discharged before the interview, p'or example, 
although we had five staff men.bers conducting interviews at Los Ange- 
les County-USC Medical CJenter, this was not enough to interview the 
large numbers of consenting women before their discharge. In addition, 
at other hospitals we were unable to interview some women who deliv- 
ered on Friday or Saturday and were discharged by Sunday. 
79 in rural methodology hospitals did not return for face-to-face 
interviews. 

21 could not be interviewed for other reasons, including language barri- 
ers or the physical condition of the woman. 

Demographic data collected for interviewed women was obtained from 
hospital records. Information on educational level and medical prob- 
lems, however, was self-reported. Appendix XIII shows demographic 
breakouts for the 1,157 women interviewed by hospital. 



Characteristics of 
Women Who Did Not 
Consent to an 
Interview 



Whi'e we did not attempt to determine why some women declined ::o 
participate in our interview, we did collect ceitain data to elaborate on 
them. We asked hospital staff for demographic data from hospital 
records including maternal age, race, insurance status, and birth out- 
come, on women who did not agree to sign the consent form. Most of this 
data was provided for 267 women. Our analysis of the data showed per- 
centages between women in each demographic group to be comparable 
for age and birth outcome, but not for race and insurance status (see 
table 1.3). 
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Table 1.3: Interviewed and 
Nonconsenting Women Compared by 
Race and Insurance Status (1986 87) 





Demographic 


Percent of women 
interviewed 


Percent of 
nonconsenting 
women 


Race: 


Black 


84 


16 


White 


77 


23 


Hispanic 


87 


13 


Other 


53 


47 


Insurance status 


Medicaid 


7& 


21 


Uninsured 


86 


14 



Thus, relatively more white women, women of other races, and Medicaid 
recipients did not consent to be interviewed. 



Tntpr\7iPWQ in ^nnni<i;b iV^^y women were interviewed in Spanish because they were more flu- 
llllt^l Vlt^Wb 111 opclliiMi ^^.g language. Specifically, 261 or 23 percent of the 1,157 inter- 

views were conducted in Spanish. The hospitals at which these 
interviews occurred and the percentage of Spanish interviews at each 
hospital are shown in table 1.4. 



Table 1.4: Hospitals at Which Spanish 
Interviews Were Conducted (1986 87) 







Interviews In 
Spanish 


Hospital 


Ciiy/state 


No 


Percent 


Los Angeles County-USC 
Medical Center 


Los Angeles, California 


168 


86 


Kern Medical Center 


Bakersfield, California 


14 


36 


El Centre Community 


El Centre, California 


6 


32 


Memorial Medical Center 


Long Deach, California 


1 


6 


Columbla'Presbyterian 


New York, New York 


26 


63 


Harlem Hospital 


New York, New York 


21 


49 


Cook County Hospital 


Chicago, Illinois 


24 


39 


Sumter Regional 


Americus, Georgia 


1 


4 


Total 




261 


23 



Projection of 
Questionnaire Results 



While the results of our interviews are not projectable to the universe of 
women who delivered in each community, we believe the results gener- 
ally describe the prenatal care obtained by Medicaid recipients and unin- 
sured women in the 32 communities studied. In 27 of the 32 
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communities/ the hospitals included in the study accounted for the 
majority of 1985 Medicaid and uninsured births in the county. For 
example, the selected hospitals in Atlanta and Boston accounted for 78 
and 70 percent, respectively, of 1985 Medicaid-reimbursed and unin- 
sured births in the counties in which they are located. In addition, local 
officials generally agreed that our results reflected the pr^^natal care in 
their communities. 

Because the communities were judgmentally selected, the results of our 
work caimot be used to compare the adequacy of prenatal care on a 
state-by-statp basis. 



Rather than relying totally on personal rec M, we attempted to use medi- 
cal records to validate interviewed women's recollection of their number 
of prenatal visits and month of first visit. We identified prenatal care 
providers by asking each woman, during the interview, where she 
obtained care and by reviewing hospital records. Generally, we reviewed 
prenatal records at the locations where a woman received her prenatal 
care or asked her prenatal care provider(s) to furnish such information.^ 

We defined a prenatal care visit as one in which the patient had any 
hands-on contact v^ith a health care provider. For example, a prenatal 
visit could include, but not be limited to, any visit in which any one of 
the following occurred: blood pressure checks, urinalysis, pelvic exam, 
fetal heart beat reading, ultrasound, or RH sensitization injections. We 
did not count visits such as coming to an office solely to pick up vitamin 
pills or to pay a bill. Our definition of a prenatal visit can be considered 
fairly broad. Had we used a more restrictive definitiv such as one 
excluding ultrasound tests, our results could have shown an increased 
number of women obtaining insufficient care. 

Overall, we validated 82 percent or 946 of our 1,157 cases. This included 
the 30 cases .i which women received no prenatal care. The results of 
our validations at each hospital appear in table 1.2. Validation rates 
ranged from 50 percent for women at Boston City Hospital to 100 per- 
cent for women at 8 hospitals. The 26 hospitals in urban areas had an 



The five comiTiunities in which the selected hospital(s) did not account for a mauoniy of the county's 
1985 Medicaid and uninsured births were l/)s Angeles, Chicago, New York (Mimhattan), Buffalo, and 
El Centro, California 

"We generally did not use hospital inpatient records because M\c-« often do not cover the woman's 
full prenatal ponod. 



Validation of Prenatal 
Care Received 
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80-percent validation rate, while the 13 rural hospitals had an 88-per- 
cent validation rate. 

Our validation process found that women tended to (1) overstate their 
number of visits and (2) say they started their prenatal care earlier than 
their prenatal records documented. Overall, women overstated their 
number of prenatal visits by one and stated that their prenatal care 
began 1 month earlier than documented. In addition, women overstated 
their number of Vioits at 31 of the 39 hospitals. Similarly, women stated 
that their prenatal care began earlier than documented for 38 of the 39 
hospitals. 

We could not fully validate 211 cases or 18 percent, for a variety of 
reasons. For example, women received care outside of the country or 
providers did not respond to us or had no record of providing the prena- 
tal care. For providers who told us they had no record of providing care, 
we generally did not count such cases as validated because of the possi- 
bility that the woman's name had changed, we had contacted a mis- 
named or incorrect provider, files had been misplaced, or other such 
problems had occurred. Also, 40 percent of the women had more than 
one provider during their pregnancy. Unless we could obtain documen- 
tation from all of a woman's providers, we did not count a case as 
validated. 

For the 21 1 cases that we could not fully validate, we adjusted the 
stated number of visits and month of first visit. We ac^usted by the 
average of the difference between the other 916 cases'^ fully validated 
data and those women's recollections. This ac^ustment was made by 
individual hospital. For example, at Grady Memorial Hospital we vali- 
dated 68 of 83 cases.^^ For these 68 cases, we compared each woman's 
validated number of prenatal visits to the number she recalled during 
the interview. This comparison showed that these 68 women overstated 
their number of visits by a net average of 3.4 visits. As a result, for the 
13 nonvalidated cases, we subtracted 3 from the number of visits each 
wf.man recalled during the interview. We then used this adjusted 
number of visits for each of the 13 women as the number of prenatal 
visits for all subsequent analyses. 



^These 916 cases do not include the 30 cases m which women received no prenatal care. 

^^Two of the remaining 15 cases received no prenatal care and were not used m these calculations. 
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Prenatal Care Visits 
for Privately Insured 
Women 



To determine whether privately insured women in the 32 communities 
we visited were more likely than Medicaid recipients or uninsured 
women to obtain an adequate level of prenatal care, we asked a sample 
of prenatal care providers to review charts of patients with private 
health insurance. This resulted in data on 4,047 women. We compared 
the adequacy of care, month of first visit, and number of prenatal visits 
for this group with the same data for Medicaid recipients or uninsured 
women in the 32 communities. 



To develop the data on privately insured women, we used different 
approaches to identify 872 providers in urban and rural areas. For the 
19 urban communities, we drew random samples for each community 
from the telephone book yellow pages for physicians under the specialty 
heading of Obstetrics and Gynecology. This resulted in an original urban 
sample of 715 physicians, as shown in table 1.5. For the 13 rural commu- 
nities, we asked the hospital to provide a list of all obstetricians and 
other prenatal care providers, such as family practitioners or midwives, 
who furnished prenatal care in the area. This resulted in an original 
rural universe of 157 providers. 

We sent a 1-page questionnaire to each of the 872 providers. We asked 
that a chart review be conducted of their eight most recent privately 
insured patients who had (1) delivered after an uncomplicated preg- 
nancy and (2) obtained all of their prenatal care under the provider's 
supervision. We requested each patient's (1) total number of prenatal 
visits, (2) length of gestation (weeks) at the first prenatal visit, and (3) 
length of gestation (weeks) at delivery. For urban providers, we sent the 
original letter and three follow-up letters. For rural providers, we sent 
the original letter and (because of time constraints) two follov/-up 
letters. 



As some of the selected providers who responded had not recently pro- 
vided prenatal care or othervvise did not fit the sample, we revised the 
numbers of selected providers. For example, 105 of the 715 urban prov- 
iders and 32 of the 157 rural providers responded that they had not 
provided prenatal care in the last 12 months or did not meet other crite- 
ria. As a result, we adjusted the urban sample size to 610 and the rural 
universe to 125, or a revised total of 735, as shown in table 1.5. 

Our overall response rate was 70 percent. This included 423 urban 
responses or 69 percent and 88 rural responses or 70 percent. Urban 
response rates ranged from 50 percent in Birmingham and Boston to 90 



Q Page 81 ' r>o GAOAIRM7-137 Prenat&l Ca«; 

ERIC 



Appendix ! 

Objectives, Scope, and Methoaology 



percent in Syracuse. Rura) response rates ranged from 43 percent in 
Brunswick, Georgia to 90 percent in Ukiah, California (see table 1.5). 
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Table 1.5; Rosponse Rates for Questionnaire on Prenatal Cere Obtained by Privately Injured Women, by Community (1986 87) 



?^rplinq error 

Initial Revised Responses bJo of Nionth of 

Conrmiuty sarple^ sairple No. Percentage vi sits first visit 

Urbaii: 



Birmingham 


25 


20 


10 


50 


.92 


.19 


Huntsville 


15 


15 


12 


80 


.58 


.23 


Nkxit9cnery 


15 


15 


12 


80 


.48 


.24 


Los Angeles 


150 


122 


84 


69 


.45 


.13 


Bakersfield 




18 


13 


72 


.41 


.15 


Sacrajnento 




25 


19 


76 


.94 


24 


Atlanta 


100 


89 


59 


66 


.38 


.14 


Colw±)us 


14 


11 


9 


82 


.95 


.53 


SavTLnnah 


15 


15 


9 


60 


.79 


.10 


Cli c3go 








CQ 

oo 


.44 


. 14 


Pforia 


20 


19 


13 


68 


.42 


.18 


R'ckford 


15 


12 


10 


83 


.63 


.12 


Bangor 


o 


4 


3 


75 


1.17 


.17 


Boston 


50 


44 


22 


50 


.54 


.13 


New York 


50 


35 


?A 


69 


.88 


.18 


Buffalo 


35 


29 


75 


86 


.47 


.13 


Syracuse 


30 




19 


90 


.50 


.15 


Charleston 


15 


J 


9 


69 


.70 


.36 


Huntington 


10 


_l 


8 


80 


.29 


.10 


Urban 














subtotal 


715 


610 


423 


69 


.19 


.05 


aral; 














Solna 


6 


6 


3 


50 






Troy 


2 


2 


1 


50 






El Centre 


7 


7 


4 


57 






Ukiah 


10 


10 


9 


90 






Americus 


5 


4 


3 


75 






Brunswick 


7 


7 


3 


43 






Carbondale 


12 


10 


5 


50 






Mattoon 




7 


5 


71 






Augusta 


''Q 


24 


21 


88 






Kings tor 


21 


15 


8 


53 






Auburn 


7 


7 


6 


86 






Bluefield 


9 


6 


5 


83 






Clarksburg 


Jm 


20 


15 


75 






Rural 














suDtotal 


157 


125 


88 


70 






Total 


872 


735 


511 


70 







^pue to the relatively snail nurber rf providers in nost rural conTunities, 
the sanple size tlie sarie as the universe. 
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To determine the adequacy of prenatal care, we employed the Institute 
of Medicine prenatal care index, a widely used index based on the 
number of prenatal visits in relation to the duration o^' the pregnancy, 
the gestational age at the time of the first visit, and the type of hospital 
delivery service (private or general). For example, the prenatal care 
obtained by a women with a 36-week or longer pregnancy, would basi- 
cally be classified as 

• adequate if it began in the first trimester, included nine or more visits, 
and the phy&ician providing the prenatal care also delivered the baby; 

• intermediate if the care began in the second trimester or included five to 
eight visits; and 

• inadequate if it began in the third trimester or included four or fewer 
visits. 



Determining 
Adequacy of Care 



The prenatal care index classification for women who gave birth at 
other gestational aget appears in table 1.6, 



Table 1.6: Institute of Medicine Prenatal 
Care Index 







26-29 


and 5 or more 






30-31 


and 6 more 






32-33 


and 7 or more 






34-35 


"•nc 8 or more 






36 or more 


and 9 or more 


Inadequate 


Third 








(28 weeks or later) OR 


14-21 


andO 






22-29 


and 1 or more 






30-31 


and 2 or mce 






32-33 


and 3 or more 






34 or more 


and 4 or more 



Intermediate All combinations other than specified above 





Irimesterin which 


Gestation 




Index of care 


prenatal care began 


(weeks) 


No. of prenatal visits 


Adequate 


First 








(Within first 13 weeks) AND 


18-21 


and 3 or more 



22-25 and4ormo.e 



For purposes of our review, we classified inadequate and intermediate 
categories as insufficient prenatal care, for two reasons: 



' ' Institute of Medicme, "Infant Death: An Analysis by Maternal Risk and Hea'th Care/* Contrastein 
Health Status> Vol. 1.. ed. by D. M. Kessner. (Washington, D.C.: National Academy of Sciences, 1973, 
p. 58-69.) 
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• Intermediate care involves beginning prenatal care in the second trimes- 
ter. ACOG recommendations and health professionals generally consider 
beginning care in the second trimester to be insufficient. 

• Intermediate care involves no more than 8 prenatal visits for 
pregnancies of 36 or more weeks gestation, acog recommendations and 
health professionals generally consider 8 or fewer visits for a pregnancy 
of 36 weeks or more to be insufficient. For example, acog recommends 
13 visits for a 40-week uncomplicated pregnancy. L a vv^oman had only 8 
visits during a 40-week uncomplicated pregnancy, she would have 
received only 62 percent of recommended visits. 

In determining adequacy of care, we used only the factors relating to 
number of prenatal visits and gestational age at the time of the first 
visit. We did not use the third factor, type of hospital/physician delivery 
service, to further classify ac^quacy. Investigators who use this prena- 
tal care index also usually omit this third factor. 



To identify federal, state, and local programs to improve access to pre- 
natal care, we 

Inter/iewed state health department. Medicaid, Maternal and Child 
Health, and other state officials to obtain their views on the adequacy of 
prenatal care in the state and to identify state and local prenatal care 
programs; 

interviewed local officials, such as local health department staff, hospi- 
tal staff, welfare officials, physicians, and other officials familiar with 
prenatal care in the 32 communities visited to obtain further informa- 
tion on state and local programs; 

collected background data on coverage of prenatal care under the eight 
states' Medicaid programs; and 

obtained descriptive data on selected state or local programs that 
address difficulties of accessing prenatal care. 

We did not attempt to independently evaluate the state and local pro- 
grams to determine their impact on access to prenatal caro, but obtained 
copies of any evaluations done by others. 

Also, we ..eld discussions with knowledgeable officials to broaden the 
scope of information obtained. For example, we obtained the views of 
organizations familiar with prenatal care issues, such as the American 
College of Obstetricians and Gynecologists, the Institute of Medicine, the 
Alan Guttmacher Institute, and the Children's Defense Fund. We also 



Identifying Federal, 
State, and I-iOcal 
Programs to Improve • 
Access to Prenatal 
Care 
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spoke to federal officials in hhs, including hcfa and phs's Division of 
Maternal and Child Health and Office of Adolescent Pregnancy Pro- 
grams to obtain information on federal involvement in prenatal care 
issues. Additionrtlly, we reviewed selected laws, regulations, and records 
at pertinent federal offices. 

We did our work between July 1986 and June 1987. Interviews were 
conducted between August 1986 and February 1987. Work was done in 
accordance with generally accepted government auditing standards, 
except that we did not, at the request of the sui^committee, obtgdn 
agency comments on a draft of this report. 
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U.S. General Accounting Office Survey of 
Recipients of Prenatal Care 



PATIENT INFORMATION I J J J J J J JU 
AI. Delivery date of baby: 

Month/Date/Year 
/^2. Gestational age of baty: 

weeks 

A3. Mother's age at time of delivery: 

yeeurs 

A4. Mother's race: (CHECK 0^E.) 

1. [386] Black 

2. [421] Miite (Non-Hispanic) 

3. [333] Hispanic 

4. [ 11] Asian or Pacific Islander 

5. [ 6] Other (PLEASE SPECIFY.) 



A5. Birth o'Jtcar^r (BABY 1): (CHECK ONE.) 

1. [1013] Full term (37 weeks or greater) 

2. [ 131] Prerature (36 weeks or less) 

3. [ 6] Stillborn 



A6. Birth weight (BABY 1): 

grams 

(CHBCK ONE. ) 

1. [1024] Not low (Greater than 2500 
grams) 

2. [ 108] liow (1501 - 2500 grams) 

3. [ 25] Very low (1500 grams or less) 

A7. Ninrtoer of prior births: 
(CHECK ONE.) 

1. [ 494] No prior births 

2. L 650] 1 or more prior biirths 
A8. 3irth outcome (3ABY 2) : (CHECK ONE. ) 

1. [ 5] Full term (37 weeks or greater 

2. [ 10] Premature (36 weeks or less) 

3. [ 0] Stillborn 
A9. Pirth weight (BABY 2): 

grams 

(CHBCK om. ) 

1. [ 3] Not low (Greater than 2500 

grams) 

2. [ 7] Low (1501 - 2500 grams) 

3. [ 5] Very (1500 grams or less) 



AlO. Mother's name: 

All. Mother's insurance status at time of delivery: (CHECK ONE.) 

1. [ 605] Received Medicaid 

Medicaid Nuirber: 

2. [ 552] Uninsured 
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IbTTRODUCTION I J J J J J J Jl-I 

I 'm with 

the U.S. General Accxxanting Office, an 
independent agency of the U.S. Conaress. We 
are interested m talking to warer like you 
around the cOL»ntry to learn abou- your 
experience in getting iredical care during 
your pregnancy. The Congress would like 
this information to help them rake decisions 
about inproving prenatai care. 

We want to see if you had einy probler© 
getting your pregnancy check ips during your 
recent pregnancy. By checkups we mean any 
prenatal visjts you nude to any doctoi 
nidwife, nurse, or other nvedical person to 
see how you and your baby were doing. 

Your identity and that of ^^ur baby vill be 
kept private — GAO will not reveal your 
narnes to the public or any government agency. 

Do you have any questions? 

First, I'm going to ask you a few 
questions about the pregnancy check i^js 
that you received. 

1. Did you visit a doctor, nurse, or 
midwife for pregnancy checkups befOi.e 
your delivery? (CHECK 0^3E. ) 

1. [1127] Yes (GO TO QUESTION 2) 

2. C 30] No (GO TO QUESrriON 12) 

2. New, I want to talk about how nany 
visits for pregnancy checkips you 
had before your recent delivery. 
(PROBE, USE I^BTRUC^T0^5 BEIXW) 

A, Did you use a calendar or appointment 
cards to help remind you about your 
pregnancy checkip appointments? 

Do you h=ive the (calendar), (cards) with 
you? 

— (IF SHE DOES) May I see it? Could 
you shew me on the calendar/cards which 
dates you had your pregnancy checkups? 

— (IF SHE DOESN'T, COOTINUE) 



Date of Interview: 



B. Did the medical person tell you about 
the pregnancy visit schedule you were 
going to have? (PROBE FOR A TIMETABIi: 

SCHEDUUE OF v^ISITS — lOOKING FOR 
SYSTEM LIKE 0NX:E A MONTH, WICE A MOb/TH, 
ETC. / 

Did you generally keep all yoor 
appointments? 

NEXT, SHOV CALENDAR 

C. Let's walk through this. I'm going to 
show vou a calendar with all the months 
of the year on it. In which month did 
you find out that you were pregnant? 
Thi:iK ab-)ut the pregnancy check»45s th^c 
you made. Can you show me on the 

ca] ^rdar when you nade your pregnancy 
checkup visits? (GO BACK OVER EACH 
MONTH AND ASK ABOlJr THE NUMBER OF 
VISrm. IT MIGHT BE EASIER TO BEGIN 
WITH THE FIRST VISIT AND GO THROUai THE 
PERIOD OF THE PREGNANCY. T'^Y TO USE 
MENTAL CUES SUCH AS HOLIDAYS, VISITING 
RELATIVES, WEATHER PATTERNS, SHOPPIJ^ 
VISITS, £TC.. 

ATTACH CALENDAR TO QUESTIONNAIRE 
IF THE CALENDAR DOESN'T WCm— 

D. When you went for your pregnar.cy 
checkups, did you do ether things at the 
same t^me that might help you remeriDer 
about the times you went for pregnancy 
checkups? 

E. ENTER TOTAL bTJIBER 

OF VISITS 

Is this the nuirber of tUiies that 
you went for pregnancy checkips? 

3. Based on our discussion, ycu said that 
your first pregnancy checkup ^vas m 

(READ BACK MONTH. ) In what 

month of your pregnancy was this? 

(2nd, 3rd, . . 9th) 
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4. When you got your pregnancy checkups, 5. [ 1] Ccnbination (SPECIFY.) 
did you go to the sane place each time 

or did you go to different places? 

(RET^.) (CHSCK ONE.) 

6. [ 17] Other (PLEASE SP0CIFY. ) 

1. [ 675] Went to same place 

2. I 452] Went to different places 

5. 1 TP going to nention suniC places where 
yoj could have gene for pregnancy 
checkup visits. Please tell ms where 
you went moat of the tiirte . (READ.) 

(Sbck one.) 

1. [ 289] Hospital clinic 
^* [ 396] Local l«calth depart, cliaic 

3. [ 358] Doctor's office 

4. L 5] Midwife service 

2. 

5. [ 21] CoTibinaticn (SPECIFY.) 



8. What is (are) the naine(s), address(es), 
and location of all the place (s) where 
you got your pre^ncincy checkups? Also, 
how many pregnancy ched^up visits did 
you rreke to each place? 

FlACE tJll^ER OF 

vism 

1. 



6. [ 59] Other (rbr exanple, 

sdmission to a hospital — 
any others?) 



Would you have preferred to have gene to 
some place other than ( ANSWER IN 0.5) 
for >our pregnancy checki?>s? 
(CHECK ONE.) 

1. : ISvS] Yes (GO TO QUESTION 7) 

(MUST BE FlACE NOT 
MEOTIONED IN QUESTTION 5.) 

2. [ 971] No ^ (GO TO QUESTION 8) 

Vhidn place WDuld you have preferred to 
have gene nost of tne time ? (Lli^TEN.) 
(CHECK 0NE7]n 

1. [ 20] Hospital clinic 

2. [ 11] Local health depart, clinic 

3. [ 107] Doctor's office 

4. [ 1] Midwife service 



TOTAL NUMBER OF VISITS (MUST 

EQUAL NIJMBER IN QUESTION 2E.) 

9. Most of the tims , who gave your 
pregnancy ched^i^^s when you were 
pregnant? (LISTEN.) (CHECK ONE. ) 

1. [ 847] Doctor 

2. [ 62] Midwife 

3. [ 157] Nurse 

4. [ 55] Ccrnbination (PLEASE SPECIFY.) 



5. [ 1] Other (^LEASE SPECIFY.) 

6. [ 5] Don't knew 
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10. Would you have preferred scneone other 
than a (A^SWER IN Q,9) to have given you 
your prrj^n^incy checki5>s? (CHECK ONE. ) 

1. [753 Yes (GO TO QUESTION 11) 

(MUSrr BE TYPE OF PPDVII^R 
bJOT MENTIONHD IN 
QUESTION 9.) 

2. [1052] No (GO TO QUESTION 12) 

11. Who would you have preferred to have 
given you your i -egnancy checkups? 
(LISTEN. ) (CHEEK ALL THAT APPLY. ) 

1. [ 61] DDctor 

2. [ 5] Midwife 

3. [ 1] Nurse 

4. [ 1] Coertoination (PLEASE SPECIFY.) 



12 < 



5. [ 6] Other (PLEASE SPBCI^. ) 



6. [ 1] Don't know 

I 'm going to read a list of reasons why 
some wonen do not go earlier or nore 
often for pregnancy checktps. Sorve of 
these reasons may or may not apply to 
you. When I read a reason that does 
apply to you i please tell me. (READ. ) 
(OffiCK All THAT APPLY. ) 

You did not go earlier or more often 
for a pregnancy checki?> because . • • 

1. [ 102] You dio not have anycne 

to take care of your other 
children 

2. [ 64] You could not irdss work or 

school 

3. [ 187] You did not have a way 

to get to the clinic or 
doctor's office 



4. [ 31] ihere are no local doctorr>. 

.nidwives, or nurses 

5. [ 91] You could not get a doctor, 

midwife, or nurse to see you 

6. [ 103] You did not know where to go 

for care 

You did not go earlier or rnore often 
for a pregnancy checkup because • • • 

7. [ 100] You felt the wait in the 

doctor's office or clinic 
was too long 

8. [ 60] You felt the office hours 

were not convenient 

9. [ 134] You could not get an 

appointment earlier in 
your pregnancy 

10. [ 201 You can't speak English 

very well and you could not 
find anyone spoke your 
language 

li [ 79] You did not think it was 
irtportant to see a doctor, 
nurse, or another medical 
perscn earlier or more often 

12. [ 124] You did not want to think 

about being piegnant 

13. [ 96] You had too neny other 

problems to worry about 
getting care 

You did not go earlier or more often 
for a pregnaincy checkup because • • • 

14. [ 285] You did not know that you 

we ;e pregneint 

15. [ 82] You were not sure that you 

wanted to have the baby so 
you didn't go to a doctor, 
midwife, or nurse 
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16. [ 144] You knew what to c3o since 


1. [ 335] Yes (GO TO QUESTION 18) 


you had been pregnant before 




17. [ 97] You were a little aftaio of 


2. [ 821] No (GO TD QUESTION 15) 




medical tests and exaiidnations 


/////// /3/ 
//////// 


18. [ 98] You were afraid to find out 


15. Did you ever try to get on Medicaid 


you were pregnant 


durir*g this pregnancy? (CHECK ONE. ) 


You did not go earlier or nore often 


1. [ 458] Yes (GO TO QUESTI^^t. 16) 


for a pregnancy checkip because . . . 




19. [ 89] You did not want to tell 


2. [ 364] No (GO TD QUESTION 20) 




your bab^ s father, parents 


16. I'm going to mention sane problen© that 


or other faniily inentoers 


sctne wjnen have had in getting on 


20. [ 44] You did not liXe the doctor's 


Medicaid. You might or might not have 


experienced any of these problenis . When 


doctor's or nurse's attitudes 


I read a problem that Y2ii with 


21. [ 12] You thou-^t you migh*. have 


getting on Medicaid, please tell me. 




proble*rfi with the IirndcraticHi 




people 


1. r 102] At first- voii HiH nrrt- knrw 


22. [ 259] You did not have enough 




Medicaid 


noney to pay for your visits 






2. r 46 1 You did nnt knrw whD to 


shout aettina on MpHinaiH 


23. [ 57] You were not eligible for 


3. [ 47] It took a long time for ^ou 


Medicaid 




24. [ 79] You had problere with 


forms. [IF CHECKED, E^EAD (a)] 


Medicaid 


(a) Hew long did it take to 


25. [ 51] Other (PLEASE SPECIFY.) 


corrplete your Medicaid 


forms? 


*<V. L J L\JKA I IClVJ iJL^ ^JL V^ii^l-tSlD 1.11 


weeks 




getting pregnancy checkuns 


4. [ 120] After you turned in your 


(IF NO PRDBUEM, GD TO 


Medicaid forms, it took a 


QUESrriQN 14.) 


long time to receive your 




Medicaid card CIF CHBCKED, 


13. Of all the reasons that applied to you, 


READ (a)] 


^ BACK REASONS SHE GAVE) whicii one 




was the noet important in keepinq vou 


(a) Hew long did it taKe to 


from getting pregnancy checkups earlier 


receive your Medicaid card? 


or nore often? (ENTER NUTBER FRCW 


QUESTION 12.) 


weeks 


REASON 


5. [ 3] Your Medicaid application 


14. Were you on Medicaid at the tijne you 


was not approved because you 


did not want to identify the 


were to^d tliat you were pregnant? 


lather of your child 


(LISTEN. ) 
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6. L 106 J You aid not ir^et Meoicaid 


3. C 69] A doctor, nurse, or mlAvife 




would not see Medicaid 


patie^its 


7. [ 17] The location of the Medicaid 




office was not cctivenient 


H. \_ XvJvl l.\.Jo U jrV^CLL 1 K^\Jl.^a±U 






8. [ 62] You had other pxx^blems 


pregnant. [IF CHECKED, 


qualifying for Medicaid 




(PLEASE SP! "IFY. ) 




\^ / niiy yyju. i.uot; yyj^-*-*' 


_ — - 


Medicaid coverage? 


9. [ 158] You had no problems with 




getting cn Medicaid (IF NO 




PROBUM, GO TO QUESTIOJ 18.) 




X / • uiQ any or unese pt'ji-'i.ta'w j^tst;^ yvAi 


5. [ 45] 0^her (PLEASE SPECIFY.), 


going earlier or nore often for 




pregnancy checkt?>s? (READ LIST IN 




rriPOTTOM Ifi ArUXTM > PKFTIK BOXES WHTPH 

^JU noil. LAN ±D /WjrVXiN • l^XiTA, J\ q^^vu-a^ TTii-L^ri 


6. [ 457] You had no problems with 






Medicaid (IF NO PROBUM, GO 




TO QUESrriON 20.) 




19. Did any of these problems keep you from 


L12J LllJ L7J L2bJ 




I z J 


pregnancy checki;5)s? (READ LIST IN 




QUESTIC^J 18 AGAIN. CHECK BOXES WHICH 


LOJ LjIJ LIJ Ll/J 


FEPRESEOT ITEMS WITH SM^ NUMBER IN 


5 6 7 8 


QUESTIOJ 18. ) 


2. L 218J NO 


1 r 721 Yp€; (CHECK ALL TWVT APPLY. ) 


(IF INTERVIEWEE IS A MEDICAID RBCIPIEtTT, 


[6] [18] [38] [16] [11] 


COtTTINUE; IF NOT, GO TO QUESTION 20. ) 


1 2 3 4 5 


18. I'm going to niention scr« additional 


2. [ 110] No 


problens that seme people have had with 


20. New, I 'm going to ask you some other 


Medicaid. You might or might not have 


experienced any of these problems. Whm 


questions related to our study. 


I read a problem that ^^H. 


What is the closest hospital to your home 


with Medicaid, please tell me. (READ.) 


'T^ICK ALL T.HAT APPLY. ) 


where you oould have delivered your 




baby? CtstEN.) (CHECK C^. ) 


1. [ 29] You did not knew that 


1. [ 641] Same as hospital where she 


Medicaid would pay for 


pregnancy checkups 


delivered 


2. [ 40] You did not have enough 


2. [ 467? Different hospital than 


money to pay for visits even 


where she delive»*ed 


though you were cn Medicaid 


3. [ 49] Doesn't know 
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21. Could you tell me why you delivered your 

baby at _ ^_ hospital? 

(naiT>e of) 
(LISTEN. ) (CHECK ALL THAT APPLY. J 

1. [ 632] You wanted to deliver your 

*)Ciby at this hospital 

2. [ 317] Your doctor, midwife, or 

nurse tO-i.d you to oome to 
this hospital 

3. [ 107] Other hospitdls required 

you to pay a deposit or 
a higher deposit before 
getting into the hospital 

4. [ 72] TTiis was the only hospital 

that would take you 

5. [ 85] Hiis was the only hospital 

in the area 

6. [ 135] Other (PLEASE SPECIFY.) 



22. Did you have any medical prbblenis just 
before or during your pregneincy that 
caused you to have mpre pregnancy 
chedci:?>s? (CHEEK ONE. ) 

1. [ 373] Yes (GO TO QUESTION 23) 

2. [ 784] No (GO TO QUESTION 24) 

23. What medical probleni(s) did you huve? 
(LISTEN. ) (CHECK ALL THAT APPLY. ) 



1. 


[ 


41] 


Diabetes 


2. 


[ 


55] 


High blood pressure 


3. 


[ 


34] 


Bleeding 


4. 


[ 


49] 


Anen^ia 


5. 


[ 


8] 


Toxemia 


6. 


[ 


44] 


Bladder infection 


7. 


[ 


3] 


Heart disease 



8. C 13] Overv^eight 

9. [ 8] Alcohol or drug related 

prbbx "Ts 

10. [ 213] Other (PLEASE SPECIFY . ) 



24. Did you participate in any special 

programs during your pregnancy that were 
intended to help you get pragneincy 
checku^js earlier or wore often? 
(LISTED. ) 

1. [ 109] Yes (PLEASE ^IST. ) 

(IF YEf' OONFIPM. PROBE— 
'Was tnis program intended to 
help you get pregnancy checkK;ps 
earlier or more often? ' ) 



4. [ 965] No 

25. In your opinion, how inportant or 
uninportant is getting pregnancy 
checktps? (P£AD.) (CHECK ONE.) 

Is it . . . 

1. [1067] Very iirportant 

2. [ 72] Considerably iirportant 

3. [ 1*^] lightly in^ jrtant 

4. [ 5] Not inportant 

"hat mortth of pregnancy do you think is 
.out the ric^t time for sctnecne to 
.art seeing a doctor, midwife, or nurse 

.^r pregnancy chedctps? (LISTQJ.) 

(rrvOBE FOR MONTH. ) 

month (2nd, 3rd, . . .9th) 

(0=^ soon as she finds out 
she IS pregnant) 

[ 155] Don't kno^ 
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27. What is the highest level of 
education that you have had? 
(READ. ) (CHECK ONE. ) 

1. [ 155] 1-8 grades 

2. [ 410,1 Sane high school 

3. [ 345] Graduated f ran high school or 

G.E.D. 

4. [ 211] Sane college or technical school 

5. [ 29] Graduated from college 

6. [ 7] No schooling 
COMKTS 



28. This corpletes our interview with you. 
Do you have any ooirients abDut the 
questions we are eisfdng or about the 
study in general? (WRITE CCrWEtTTS 
BELOW CR Oi^ BACK OF PAGE. SEE 
PROTOCOL FOR CODE. ) 



NOTE: IF INTERVIEWEE ASKS TOR A COPY OF 
IKE REPORT, PLEASE ASK FOR HER 
NAME AND AIX>RESS. WE WILL SEM) 
HER A COPY. (ENTER CODE. ) 
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Patient Consent to Participate in GAO Study 



Patient's Name: 



The United States General Accouriting Office (gao) is an independent 
agency that helps the Congress understand how certain programs are 
working. People from GAG are doing a study to determine the amount of 
medical care receiv d by pregnant women and to fiuu out what expe- 
riences pregnant women have had in getting pregnancy checloips before 
giving birth. 

GAG representatives have asked 

(hospital name) to ask you if you will agree to participate In this study. 
There are two parts to the study: 

1. During the first part of this study, gag representatives will be asking 
you questions about your experience in getting medical care before your 
baby was bom. 

2. During the second part of this study, gag representatives will review 
your hospital and other medical records. They will be interested in how 
many visits you had to a doctor or nurse before your baby was bom, the 
date uf your first visit and other factors that may have affected the 
amount of prenatal care you received. 

The representatives of gag will tell you more about why they would like 
to have this information. They will also tell you their p'ans for keeping 
the information private. 

If you are willing to participate in this study, you are requested to sign 
this form. If you sign this form, you will be agreeing to two things 

1. To talk to GAG representatives about this study and answer some 
questions for them. 

2. To have your (hospital 

name) and any doctor's. County public health department's, or other 
medical records reviewed by gao to determine information such as the 
number of times you visited the doctor or nurse before your baby was 
bom, the date of your first visit and other factOxS that may have 
affected the amount of prenatal care you received. 

Your participation in this study is voluntary. You are free to refuse to 
answer any questions. If, at any time, you decide you do not want to talk 
10 the GAG representatives any more or you do not want them to see 
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your medical records, they will stop upon your request. This will not 
affect your care and treatment in any way. 

Your identity and that of your baby will be kept private — GAG will not 
reveal your names to the public. 

You should feel free to ask questions of the hospital staff or of the rep- 
resentatives from GAG. 



I hereby agree to participate in the study to be conducted by gao. 

I hereby authorize (hospital 

name) and my doctor, Ck)\mty health department or any other person 
providing pregnancy checkups to allow my medical records be reviewed 
by the Gteneral Accounting Office. 



This 



day of 



1986. 



Witness 



Patient 
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The following tables show the results of our interviews at each partici- 
pating hospital with respect to the adequacy, timing, and number of pre- 
natal visits obtained. 



TobiQ IV. I; 

Adequacy of Pre">otoi Care Received by Medicaid Recipients 
and Uninsur^J Women, By Hospital (1966-87) 

^renatai care index^ 

I nadequate I "itenned i ate Adequate 

f'ercent Percort Percent Total 



5?c-f e/hospl tal 


No. 


of total 


No. 


of tOtfil 


No. 


of total 


no. 


Total 


230 


19.88 


496 


42.87 


431 


37.25 


1157 


labsna 
















Cooper Green 


4 


t;.43 


16 


45.71 


15 


42.86 


35 


Huntsvt 1 le 


3 


42.11 


6 


31.58 


5 


26.32 


19 


Baptist Medical Center 


6 


27.27 


12 


54.55 


4 


13.18 


22 


Vaughsn Regional Medical Center 


4 


8.89 


30 


66.67 


1 1 


24.44 


45 


Edge Memorial 


3 


12.50 


13 


54. 17 


8 


33.33 


24 



Ca 1 1 torn I a 



Los Angeles County-USC Medical Center 


58 


29.74 


90 


46.15 


47 


24.10 


195 


Memorial Medical Center 


3 


17.65 


0 


47.06 


6 


35.29 


17 


Kern Medical Center 


12 


30.77 


15 


38.46 


12 


30.77 


39 


Sutter Canmunlty 


2 


7.6$ 


1 1 


42.31 


13 


50.00 


26 


El Centro Canmunlty 


4 


21.05 


6 


31.58 


9 


47.37 


19 


Jklah General 


1 


5.56 


6 


44.44 


9 


50.00 


18 


©orgia 
















Grady Memorial 


24 


28.92 


37 


44.58 


22 


26.51 


33 


Georgia Baptist Medical Center 


I 


8.33 


4 


33.33 


7 


58.33 


12 


^*f»d^cal Cente- (Colunbus) 


5 


19.23 


12 


46.15 


9 


34.6; 


26 


Memorlai M9<?,col Center 


6 


26.09 


12 


52.17 


5 


21 .74 


23 


Sunter Reg' 


6 


26.09 


5 


21.74 


12 


52.17 


23 


Glynn-Brunswick Memorial 


5 


20.83 


14 


58.33 


5 


20.83 


24 



II lino! s 



Cook County 


13 


21.3} 


30 


49.18 


13 


29.51 


61 


Ingal Is Manor la 1 


2 


•^0.00 


2 


50.00 






4 


St. Francis Medical Center 


3 


21.43 


5 


35.71 


6 


42.86 


14 


Methodist Madlca" Center 










5 


100.00 


5 


RocKford Manorial 


6 


17.t)5 


9 


26.47 


19 


55.88 


34 


Memorial Hospital (Carboodale) 


5 


13.16 


13 


34.2: 


20 


52.63 


38 


Sara Bush Lincoln Health Center 


1 


5.88 


7 


41. IB 


9 


52.94 


1 7 
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State/ hosplto I 



Mai no 



Prenatal car« mcJex^ 



Inadequate 
Percent 
^o. of total 



I '^termed! ate 
Percent 
No. of total 



Adequate 



No. 



Percent 
of total 



Total 
no. 



Kennebec Vallev Medical Center 
Eastern Maine Msdlcal Center 



11.11 



11. P 
40.00 



7 77.78 9 
6 60.00 10 



h-ssochu setts 



Br»gharn and ^^omen's 
Boston City 



5.7? 
13.75 



12 



34.29 
50.00 



21 60.00 
5 31.25 



35 

16 



New TorK 



Harlem Hospttal Center 15 
Co I jnbi a-Presbyter lan Radical Center 7 
Crouse- Irvl ng Memorial 

St. Joseph's 1 
Children's 5 
Senedicttne 
Auburn Memorial 

utost Virginia 

Charleston Area Medical Center 8 
Cabel I HuntI ngton 

diuefleld Ccmmunity 4 

United Hospital Center 2 



*Each category Includes pregnancies '•ith self-rep< 
nc'udes 50 such cases, 'ntermedlate Includes 149 



34.88 


19 


44.19 


9 


20.93 


43 


17.07 


23 


56.10 


1 1 


26.83 


di 




2 


25.00 


6 


75.00 


8 


12.50 


J 


37.50 


4 


50.00 


8 


31.25 


5 


31.25 


6 


57.50 


16 




2 


14.29 


12 


85.71 


14 




6 


37.50 


10 


62.50 


16 


21.05 


17 


44.74 


13 


34.21 


38 




6 


24.00 


19 


76.00 


25 


10.26 


16 


41.03 


19 


48.72 


39 


12.50 


7 


43.75 


7 


43.75 


16 



medica I ccmpi Icatlons^ Spec i f ica i ly , i nadequat© 
cases, and adequate includes '74 such cases. 
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by Hospital 



ra&le >V.2: 



Timing of Pronatol Care Obtained by ^tedicald RecipU ^ts 
and Uninsured Wgnen, by Hpspitot (1986-87) 



State/hospital 
Total 



Tr inoster 



Socood 



Third 



No care Total 



^^o. Percent ^^o. Percent No. Percent No. Percent No. 



522 45.12 479 41 .40 1 26 10.89 



30 



2.59 1157 



A lab^ma 



Cooper Green 


16 


45.71 


16 


45.71 


3 


8.57 




35 


Hontsvl 1 le 


6 


31.58 


6 


31.58 


5 


26.32 


2 10.53 


19 


Baptist Madlcal Center 


5 


22.73 


15 


68.18 


1 


4.55 


1 4. ,5 


22 


Vauahan Regional Mad leal 


18 


40.00 


24 


53.33 


3 


6.67 




45 


Center 


















Edge Memorial 


12 


50.00 


10 


41 .67 


1 


4.17 


1 4.17 


24 



Call torn I a 



Los Angeles County- 


66 


33.85 


88 


45.13 


30 


15.38 


1 1 


5.64 


195 


USC M&dlcal Center 




















Memorial Madlcal Center 


6 


35.29 


9 


52.94 






2 


1 1 .76 


1 7 


Kern Madlcal Center 


14 


35.90 


18 


46.15 


5 


12.82 


2 


5.13 


39 


Sotter Ccwmuntty 


1 4 


53.85 


10 


38.46 


2 


7.69 






26 


El Centro Ccmmur.ity 


9 


47.37 


6 


31.58 


4 


21 .05 






19 


UKiah General 


10 


55.i)6 


7 


38.89 


1 


5.56 






18 



Georgia 



Grady Memorial 


34 


40.96 


36 


43.37 


1 1 


13.25 


2 


2.41 


83 


Georgia Baptist Madtcal 


8 


66.67 


3 


25.00 


I 


8.33 






12 


Center 




















Medical Center (Co'tmbus) 


9 


34.62 


15 


57.69 


1 


3.85 


1 


3.85 


26 


Manorial Madlcal Center 


8 


34.78 


9 


39.13 


5 


21.74 


1 


4.35 


23 


Si/nter Regional 


13 


56.52 


4 


17.39 


6 


26.09 






23 


Glynn-Brunswick Manorial 


6 


25.00 


15 


62.50 


1 


4.1 7 


2 


8.33 


24 



I I llnols 



Cook County 


23 


37.70 


29 


47.54 


9 


14.75 


61 


Inga 1 1 s Manor i a 1 


1 


25.00 


2 


50.00 


1 


25.00 


4 


St. Francis Medical Center 


9 


64.29 


3 


21.43 


2 


1 4 . 29 


14 


Mathodlst Mad leal Center 


5 


100.00 










5 


RocKtord Manorial 


20 


58.82 


9 


26.47 


5 


14.71 


34 


Manorial Hospital 


22 


57.89 


13 


34.21 


3 


7.89 


38 


( Carbondole) 
















Sara Bush Lincoln Health 


1 1 


64.71 


5 


29.41 


1 


5.86 


17 



Center 
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Appendix IV 

PreiiAtal Care Obtained by Medicaid 
Recipients and UnLrwured Women, 
by Hospital 



Tr imester 

First Second Third No core Total 



St ate/ hospital No. Percent No. Percent So, Percent No. Percent No. 
H^ine 

Kennebec Va I ley Medical 7 77,78 I M.M 1 11.11 . . 9 
Center 

Eastern Maine Modical 8 80,00 2 20.00 ... , \0 
Center 



Massachusetts 

BrighflTt and Wanen's 25 71 ,43 ^ 25.71 I 2.86 . . 35 

Boston City 6 37.50 8 50.00 2 12.50 . . 16 



New York 



Harlen Hospital Center 


1 1 


25.58 


23 


53.49 


7 


16.28 


2 


4.65 


43 


Co 1 uflb i a-Presbyter i an 


15 


36,59 


22 


53.66 


2 


4.88 


2 


4.88 


41 


Medical Center 




















Crouse-lrving MEnorlal 


7 


87. 


1 


12.50 










8 


St. Joseph's 


5 


62.50 


3 


37.50 










8 


Chi Idren's 


6 


37.50 


7 


43.75 


2 


12.50 


I 


6.25 


16 


Benedictine 


12 


85.71 


2 


14.29 










14 


Auburn Memorial 


i 1 


68.75 


5 


31.^5 










16 



West Virgini a 



Charleston Area Medical 


15 


39.47 


13 


47.37 


5 13.16 


38 


Center 














Cabet 1 Hunt 1 nqton 


t9 


76.00 


6 


24.00 




25 


Bluefleld Ccmmunlty 


23 


58.97 


12 


30.77 


4 10.26 


39 


United Hospital Center 


7 


43.75 


8 


50.00 


1 6.25 


16 
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^pendixIV 

Prenatal Care Obtained by Medicaid 
Recipients and Uninsured Women, 
by Hospital 



Table IV. 3 

Prenatal Visit? Made by Modtcald f^dplent- and 
Uninsured Women, by Hospital (1986-87) 

No. and percent of visits^ 

0 1-4 5-8 9-l_2 13» Total 

State/hospital No. Percent No. Perc<»nt No. Percent No. Percent No. Percent no. Mean Mean^ 

Total 30 2.59 U4 12.45 277 23.94 376 32.50 330 26.52 1157 9.86 8.87 



Alaoma 



Cooper Green 
Huntsvl t te 

Baptist Nodical 

Center 

Vaughon Ra9ional 
Mod leal Center 
Edge Hemorlal 

Callforni a 



2 10.53 
1 4.55 

1 4.1 7 



Los Angeles 

County-use 

^todlcal 

Center 
Manorial Msdlcal 

Center 
Kern Mddical 

Center 
Sutter Ccnwunlty 
El Centro 

Cown unity 
Uklah General 

Georgia 



U 5.64 
2 1 1 . 76 
2 5.13 



Grady Manorial 
a^gla Baptist 

Modlcal Center 
^Mical Canter 

(Cotimbus) 
Manorial Hodical 

Center 
Sunter Regional 
Glynn-Brunswick 

Memorial 



2.41 



3.85 



4.35 



8.33 



1 



5.71 
15.79 



27.27 



4.44 
4.17 



36 18.46 
2 11 . 76 
8 20.51 



3.85 



15.79 
5.56 



18 21.69 



15.38 



13.04 
4.35 



12.50 



17.14 
15.79 



9 40.91 



17 37.78 
10 41.67 



54 27.69 
2 1 1 . 76 



7 17.95 
9 34.62 



5.26 
11.11 



25 30.12 

2 16.67 

2 7.69 

8 34.78 

7 30.43 

7 29.17 



25.71 
36.84 



9.09 



17 37.78 
10 41.67 



56 28.72 
7 41.18 



7 17.95 
10 38.46 



21.05 
n.l 1 



24 28.92 

9 75.00 

11 42.31 

10 43.48 

4 17.39 

7 29.17 



18 51.43 
4 21.05 



18.18 



20.00 
8.33 



15 38.46 
6 23.08 



11 57.89 
13 72.22 



14 16.87 

1 8.33 

8 30.77 

1 4.35 

11 4 7.83 

5 20.83 



35 12.97 11.55 
19 8.68 7.86 



22 7.18 6.94 



45 9.73 
24 8.58 



9.53 
7.20 



38 19.49 195 8.09 7.63 
4 23.53 17 9.06 9.00 



39 9,92 7.88 
26 9.96 10.19 



19 13.00 12.75 
18 14.33 13.11 



83 7.88 7.28 

12 9.58 8.89 

26 9.81 9.36 

23 7.74 6.73 

23 11.96 10.19 

24 8.63 8.94 
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Appendix IV 

Prenatal Care Obtained by Medicaid 
Recipients and Uninsured Women, 
by Hospital 



^^o. and percent of visits* 





Q 


) -4 




5*8 




-1 2 




1 3+ 


Iota 1 






OT OTW nOSp 1.91 q5?_» 




Percent 


rto. 


Percent 


rto. 


Percent 


rto . 


Percent 








i 1 1 i not s 
























Cook County 


9 


14.75 


16 


26.23 


17 


27.87 


19 


31.15 


61 


9.90 


8.24 


Ingal Is Manorial 


2 


50.00 


2 


50.00 










4 


5.00 


4.67 


St. Francis Medical 
























Center 


3 


21.43 


4 


28.57 


4 


28.57 


3 


21.43 


14 


8.50 


7.60 


Methodist Mtdlcal 
























Center • 










2 


40.00 


5 


60.00 


5 


1 2. 40 


1 2.00 


Rockford Memorial • 


3 


8.82 


7 


20.59 


1 1 


32.35 


13 


38.24 


34 


11.91 


H.26 


Memorial Hospital 
























(Carbondale) 


3 


7.89 


8 


21.05 


14 


36.84 


13 


34.21 


38 


10.84 


9.00 


Sara Lincoln 
























Health Center 


1 


5.88 


6 


35.29 


8 


47.06 


2 


11.76 


P 


9.29 


7.67 


Maine 
























Kennebec Va 1 ley 
























Medical Center • 












55.56 


4 


44. 44 


9 


1 3. 22 


1 2»00 


Eastei'n Me ! ne 
























l^dr ca 1 Center • 






4 


40.00 


2 


20.00 


4 


40.00 


1 0 


1 0. 80 


11.17 


Massachusetts 
























Brighon end 
























Women's 


1 


2.86 


8 


22.86 


13 


51.45 


8 


22.86 


35 


10.77 


10.57 


Boston City 


5 


18.75 


5 


31.25 


6 


37.50 


2 


12.50 


16 


8.44 


9.00 


New York 
























Harlem Hospital 
























Center 2 


4.65 M 


25.58 


14 


32.56 


12 


27.91 


4 




43 


6.95 


5.75 


ColuBb' a- 
























Presbyter ian 
























Medical Center 2 


4.88 3 


7.32 


5 


12.20 


24 


58.54 


7 


17.07 


41 


9.03 


9.79 


Crous<r-IrvIng 
























K^oriai 






4 


50.00 






4 


50.00 


8 


12.63 


8.00 


St. Joseph's 




12.50 


1 


12.50 


4 


50.00 


2 


25.00 


8 


i;.38 


9.86 


Children's 1 


6.25 4 


25.00 






5 


31.25 


6 


37.50 


16 


10.81 


8.63 


Benedictine • 






1 


7.14 


4 


28.57 


9 


64.29 


14 


14.43 


1 1.00 


Auburn Momorial 






1 


6.25 


5 


31.25 


10 


62.50 


16 


13.25 


11.63 



West Virginia 

Charleston Area 
Medical Center 

Cabel I Hunt 1 ngton 

Bluef iold 
Community 

United Hospital 
Center 



10.53 

2.56 
6.25 



15.79 



M 28.21 



10 26.32 
9 36.00 



15 38.46 
3 31.25 



18 47.37 

16 64^00 

12 30.77 

7 43.75 



38 11.84 9.3^ 
25 14.08 12.50 



39 10.92 10.37 
16 11.56 11.09 



3 18.75 

®Each range Includes pregnancies wi+h self-reported medical ccmp; icatlons. Specl f leal I /, 1-4 Includes 28 such 
cases, 5-8 Includes 63 such cases, 9-12 Includes 125 such cases, and 134- Includes 15'' such cases. 

^Thls mean was calculated to exclude complicated pregnaf.cles because this Is how the privately Insured wanen's 
mean was developed, and Including such pregnancies would Increase the mean. 
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Appendix IV 

Prenatal Care Obtained by Medicaid 
Recipients anv^ Uninsured Women, 
by Hospital 



Table IV. 4: 

Pronatat Visits Hdd« by Medicaid Recipients and Uninsured Women Who Beg an Care 
In First Trimester, by Hospital (1986-877 



No. and percent of visits^ 







1-4 




5-8 




9-1 2 




1 3+ 


Tot a 1 






State/hospital 


No. 


Percent 


No. 


Percent 


No. 


Percent 


No. 


Percent 


no. 


Mean 


Mean^ 


Totals 


23 


4*41 


61 


15.52 


181 


34.67 


237 


45.40 


522 


12.19 


11.08 


Alaboaa 
























Coooer Green 


1 


6.25 


1 


6.25 


3 


18.75 


1 1 


68.75 


16 


15.38 


14.30 










1 0.0 / 


T 

J 


50.00 


2 


33.53 


6 


1 2.00 


11.20 


Baptist Medical Center 


1 


20.00 






1 


20.00 


3 


60.00 


5 


10.80 


10.25 


VauQhan Regional 
























Medical Center 






7 


38.89 


5 


27.78 


6 


33»33 


13 


10.56 


10.56 


Edge HEmorial 






4 


33.33 


7 


^8.33 


1 


8.53 


12 


9.83 


7.40 


Ca 1 i forn 1 a 
























Los Angeies County- 
























USC Medical Center 


6 


9.09 


14 


21.21 


25 


57.88 


21 


31.82 


66 


10.29 


10.28 


Meworlal Msdical Center 


. 




. 


. 


4 


66.67 


2 


33.33 


6 


n.83 


1 1 .00 


Kern Medical Center 


1 


7.14 


1 


7.14 


1 


7.14 


1 1 


78.57 


14 


14.79 


13.11 


Sotter CoTvnunity 






3 


21 .43 


6 


42.86 


5 


35.71 


14 


1 1 .79 


12.22 


El Centro Community 










1 


1 1 .n 


8 


88.89 


9 


17.33 


15.33 


Uklah General 






1 


1 0.00 






9 


90.00 


10 


16.50 


16.00 


Georgia 
























Grady Monorlal 


4 


11 .76 


9 


26.47 


10 


29.41 


1 1 


32.35 


34 


10.09 


9.65 


Georgia Baptist Medical 
























Center 






1 


12.50 


6 


75.00 


1 


12.50 


8 


10.00 


9.17 


Medical Center (Coiixnbus) 










3 


33.33 


6 


66.67 


9 


12.89 


12.71 


Memorial Medical Center 






4 


50.00 


3 


37.50 


1 


12.50 


8 


9.00 


9.80 


Stinter Regional 






I 


7.69 


2 


15.38 


10 


76.92 


13 


15.23 


13.71 


Glynn-Bruns*! ck Kamorial 






1 


i6.67 






5 


83,33 


6 


14.33 


13.60 


1 1 1 Inois 
























CooV County 


I 


4.35 


4 


17.39 


8 


34.78 


10 


43. 4*^. 


23 


11.83 


9.93 


Ingal Is Mmor iai 






1 


100.00 










1 


7.00 


7.00 


St. Francis Modical Center 


1 


11.11 


2 


22.22 


4 


4A.44 


2 


22. ?2 


9 


9.22 


8.00 


Kbthodlst Medical Center 










2 


40.00 


3 


60.00 


5 


12.40 


12.00 


Rock ford Msmorial 


1 


5.00 


3 


15.00 


6 


30.00 


10 


50.00 


20 


13.30 


15.25 


Honor'oj Hospital 
























(Carbondaie) 






3 


13. M 


8 


56.36 


1 1 


50.00 


72 


13.05 


11.00 


Sara Bush Lincoln Hoalfi 
























Center 






2 


18.18 


7 


63.64 


2 


18.18 


1 1 


10.91 


9.60 
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Appendix IV 

Prenatal Care Obtained by Medicaid 
Redplent0 and Uninsured Women, 
by Hospital 





No. and percent of 


V 1 sits® 












1-4 5-8 


9 


-1 2 






Total 




Si otc/hospl to 1 


No. Percent No. Percent 


No. 


''er cent 


No. 


Percent 


no. 


Meon Mean^ 


Moi no 
















Kennebec Vol ley Med « col 
















Center 


. 


3 


42.86 


4 


57.14 


7 


14.00 13.00 


Eostern Maine M»jlcol 
















Center 


2 25.00 


2 


25.00 


4 


50.00 


8 


11.75 11.80 


Mossochusetts 
















Brighan ond Women's 


5 20.00 


14 


56.00 


6 


24.00 


25 


11. 36 11.12 


Boston City 


1 16.67 


3 


50.00 


2 


33.33 


6 


1 1 .50 11 .50 


New Y.xk 
















Herlem Hospltol Cer/.or 


1 9.09 1 9.09 


5 


45.45 


4 


36.36 


1 1 


10.55 9.80 


Colunbi o-Presbyteri on 
















NtedicoJ Center 


3 20.00 1 6.67 


9 


60.00 


2 


13.33 


15 


9.80 9.46 


Grouser- Irving Manorlol 


3 42.86 






4 


57.14 


7 


13.29 8.00 


St. Joseph's 


1 20.00 


3 


60.00 


1 


20.00 


5 


11.80 9.25 


Benedict I ne 




2 


33.33 


4 


66.67 


6 


15.67 13.00 


Ch 1 1 dren ' s 




4 


33.33 


8 


06.67 


12 


15.08 12.50 


Auburn Manorlol 


1 9.09 


2 


18.18 


8 


72.73 


11 


13.55 1 1.50 


West Virginia 
















Chorleston Areo Medtcol 
















Center 


2 13.33 


3 


20.00 


10 


66.67 


15 


13.73 9.20 


Cebell Huntington 




5 


26.32 


14 


73.68 


19 


14.74 13.09 


Bluef leld Canmunlty 


4 17.39 


10 


43.48 


9 


39.13 


23 


12.09 11.17 


United Hospltol Center 




1 


14.29 


6 


85.71 


7 


14.43 14.20 


®Eoch ronge Includes pregroncles with self-reported medico! conpllcotlons. 


Speci f ICO 1 ly , 


1-4 


nc ludes 6 such 


coses, ^ 5-8 Includes 18 such 


cases, 9-12 includes 50 such 


c:65es. and 13+ includes 116 such 


cases. 


^Thls meon wos colculoted to exclude ccnpllcoted pregnancies because this 


Is how the pnvotely 


1 nsured women' s 


meon was developed, and Including such pregnancies would 


1 ncreose 


the meon 
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Appendix V 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, by 
Selected Demographics 



As shown in table V.l, the adequacy of the prenatal care obtained by 
Medicaid recipients and uninsured women vrxried by such factors as age, 
race, and location, but serious problems of insufficient care existed in 
each group. Women were most likely to obtain insufficient prenatal care 
if they were uninsured, poorly educated, black or Hispanic, teen-agers, 
or from the largest urban areas. 
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Appendix V 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 







Table V. 


1: 








Adequacy 


or prenatal Care Obtained by Medicaid Recipients 




and l/runsured Vtaren, by Selected Deroqraph 


ICS 


(1986-87) 






Institute of Medicine 


(Ressner) classi ficationa 




Denogra^uc 


Inadequate 


Intermediate 






T^otal 


factor 


No • 


Poroent 




Percent 


No 




no. 


Tbtals 


230 


20 


496 


43 


431 


37 


11 57 


Insurance status 
















Medicaid 








44 


248 


41 


605 


Uninsured 


137 


25 


232 


42 


183 


33 


552 


CoTTTunity type 
















Largest urbin 


126 


25 


233 


46 


146 


29 


507 


Other urban 


66 


19 


135 


39 


147 


42 


348 


Rural 


36 




128 


42 


138 


46 


302 


Maternal age 
















17 and under 


29 


24 


57 


47 


35 




121 


1&-19 


37 


21 


84 


47 


59 


33 


180 


20-24 


79 


18 


182 


42 


171 


40 


432 


25-29 


49 


19 


114 


45 


93 


36 


256 


30-34 


24 


20 


38 


32 


56 


47 


118 


35 and over 


12 


24 


21 


42 


17 


54 


50 


Race 
















White 


53 


13 


153 


36 


215 


51 


421 


Black 


88 


23 


183 


47 


115 


30 


386 


Hispamc 


87 


26 


151 


45 


95 


29 


333 


Other 


2 


12 


9 


53 


6 


35 


17 


Education 
















0-8 grades 


44 


27 


75 


46 


43 


27 


162 


Seme high school 


95 


23 


178 


43 


137 


33 


410 


Graduated high 
















sdK)Ol 


54 


16 


153 


44 


138 


40 


345 


College 


37 


15 


90 


38 


113 


47 


240 


Place of most care 
















Hospital clinic 


50 


17 


129 


45 


110 


38 


289 


Local health dept. 


67 


17 


190 


48 


138 


35 


395 


Doctor's office 


58 


16 


146 


41 


153 


43 


357 


Midwife service 






4 


80 


1 


20 


5 


Ocrfci nation/other 


25 


31 


27 


33 


29 


36 


81 


Birth wei^t 
















Not low (over 
















2500 grams) 


193 


19 


438 


43 


393 


38 


1024 


Very lew or lew 


37 


28 


58 


44 


38 


29 


133 


^Each category includes pregnancies with self-reported medical corplications. 


Specifically, inadequate* 


includes 50 


audi cases, intermediate includes 


149 such 


cases,, and adequate includes ]74 sudi 


cases 
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Appendix VI 

Tirning of First Visit by Medicaid Recipients and 
Uninsured Women, by Selected Demographics 



As shown in table VI. 1, the percentage of women who started their pre- 
natal care in their first, second, or third trimester, or wiio received no 
care, varied by such factors as age, race, and location, but problems 
existed in each group. Women were most likely to begin prenatal care 
late or receive no care if they lived in the largest urban areas, were 17 
years ola or under or 35 years old or over, were black or Hispanic, had 
an eighth-grade or loiver education, obtained their care at the local 
health department, or were uninsured. 
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Appendix VI 

Timing of First ViBit by Medicaid Redpients 
and Uninsured Women, by 
Selected Demograi^'hlcs 



Table Vul! 



D—oyaphlc factor 
Totals 



Tlwtng of First Visit by Mtdlcald %clpl»n t> 
and Unlnsur»<l Wow>n. by Sql»cted 0<w>ogrophlcs (1966-87) 

Tr i«i«st«r* 



Ptrcent No* 



522 



No. 

126 



>trd No care* Total 

Percftt No» Percent No. 

II 50 3 1157 



Inturooce statu! 



Hadlcaid 


301 


50 


244 


40 


54 


9 


6 


1 


605 


Uninsured 


221 


40 


235 


43 


72 


13 


24 


4 


552 


CMRUnlty typo 




















Largest urban 


199 


36 


229 


45 


64 


1 3 


19 


4 


507 


Other urban 


166 


48 


138 


40 


J6 


10 


6 


2 


348 


Rural 


161 


53 


112 


37 


2fi 


9 


3 


1 


302 



Haternal age 



17 and under 


43 


y> 


5fl 


48 


16 


13 


4 


3 


121 


18-19 


69 


J8 


87 


46 


20 


1 1 


4 


2 


160 


20-24 


^12 


49 


168 


39 


41 


9 


1 1 


3 


432 


25-29 


115 


45 


107 


42 


50 


12 


4 


2 


256 


50-X 


65 


55 


35 


30 


13 


1 1 


5 


4 


118 


35 and over 


18 


y> 


2/ 


48 


6 


»2 


2 


4 


50 



Race 



Mhlta 


236 


57 


145 


34 


34 


8 


6 


1 421 


dIacK 


154 


40 


177 


46 


45 


12 


10 


366 


Hispanic 


121 


56 


152 


46 


46 


14 


14 


4 353 


Other 


9 


53 


7 


41 


1 


6 




17 



Ed'jcetlon 



0-8 grades 


60 


37 


73 


45 


2^ 


15 


4 




162 


Some ^ 3h school 


'69 


41 


176 


45 




12 


14 


3 


410 


Graduated high schooi 


166 


49 


141 


41 


26 


8 


8 




345 


Col lege 


125 


52 


39 


37 


22 


9 


4 




240 



Pleco of <ost prenatal 
care 



Hospital clinic 


130 


45 


127 


44 


32 


11 


289 


Local h©alt*> <jev>t. 


163 


4, 


184 


47 


46 


12 


395 


Ooctor»» office 


188 


53 


156 


58 


53 


9 


357 


Mldwl fe service 


1 


20 


4 


80 






5 


CoibI nation/other 


40 


49 


26 


35 


1 3 


16 





Mot lo* (Over 2500 ^ets) 468 46 417 41 115 II 24 2 1024 

Very low or Jo* 54 41 62 47 11 6 6 5 135 

(2500 graws or less) 

*Cach range Includes pregnancies Kith se<f-reported Medical complications. Specl f leal ly » first trimester 

Includes 190 such cases » second trimester Includes H7 such cases, third tr lines ir includes 34 such cases, 
and no care Includes 2 such cases. 
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Appendix VII 

Number of Prenatal Visits, by 
Selected Demographics 



As shown in tables VII.1-VII.5, the percentage of women who obtained 
differing numbers of prenatal visits or no care varied by such factors as 
age, race, length of the pregnancy, and location, and problems existed in 
each group. Women who were most likely to have four or fewer visits 
were uninsured, from the largest urban areas, teenagers, black or His- 
panic, or had an eighth grade or lower education. 
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Appendix VII 

Number of Prenatal Visits, by 
Selected Demographics 













TaMe VII. 1: 






















Prenatal Visits Made by Medicaid Recipients 
















and 


Uunsurod Wcn«n, 


by Selected Denographi 


cs (1986-87) 
















No. and pex*cent of wcmen ty range of visits^ 
















0 




1^ 




5-8 


9- 


•12 




13+ 


Total 




Meanb 


DercDcrr&phic factor 


No. 


Percent No. 


Percent 


No. 


Percent 


No. Percent 


No. 


Peroeit 


no. 


Mean 




30 


3 


144 


12 


277 


24 


376 


32 


330 


2Q 


IID/ 


10 


9 


Insur^cuice 8tAt.us 




























Hedicald 


6 


1 


62 


10 


153 


25 


197 


33 


187 


31 


605 


10 


9 


Uninsured 


24 




82 


15 


J "34 


22 




32 


143 


26 


552 


9 


8 


Qcniyu^ty typ© 




























Largest uxtxin 


19 


4 


85 


17 


133 


26 


173 


34 


97 


19 


507 


9 


Q 


Othcir uristtn 


g 


2 


42 


1 2 


70 


20 


103 


30 


125 


36 


r48 




9 




3 




1 7 




74 




100 




108 


36 


302 


11 


10 


Maternal age 




























1 7 and under 


4 


3 


17 


14 


28 


23 


40 


JJ 


32 


26 


121 


9 


9 


1&'19 


4 


2 


27 


15 


41 


23 


59 


33 


49 


27 


180 


10 


9 


20-24 




3 


49 




104 


24 


142 


33 


126 


29 


432 


10 


9 


25-29 


4 


2 


36 


14 


65 


25 


73 


29 


78 


30 


256 


10 


9 


30-34 


5 


4 


9 


8 


30 


25 


45 


38 


29 


25 


118 


10 


9 


35 and over 


2 


4 


6 


12 


9 


18 


17 


34 


16 


32 


50 


10 


9 


Rape 




























Miite 


6 


1 


25 


6 


73 


17 


154 


37 


163 


39 


421 


1 1 


10 


Black 


10 


3 


62 


16 


117 


30 


111 


29 


86 


22 


386 


9 


e 


Hispanic 


14 


4 


55 


17 


81 


24 


106 


32 


77 


23 


333 


9 


8 


Other 






2 


12 


6 


35 


5 


29 




2A 


17 


9 


9 


Education 




























0-8 grades 


4 


2 


28 


17 


49 


30 


46 


28 


35 


22 


162 


9 




Sane high 8dx»l 


14 


3 


59 


14 


99 


24 


126 


31 


112 


27 


410 


10 


8 


Graduated high 




























school 


8 


2 


37 


11 


80 


23 


110 


32 


110 


32 


345 


10 


9 


College 


4 


2 


20 


8 


49 


20 


94 


39 


73 


30 


240 


11 


9 


Place of most care 




























HoGpital clinic 






33 


11 




22 


100 


35 


93 


32 


289 


Jl 


9 


Loc2il health dept. 






47 


12 


K 


26 


127 


32 


120 


30 


395 


10 


9 


Doctor's office 






42 


12 


96 


27 


123 


34 


96 


27 


357 


10 


9 


Mido/ife service 










3 


60 


1 


20 


1 


20 


5 


10 


7 


Oonbinat icn/other 






22 


27 


14 


17 


25 


31 


20 


25 


81 


9 


8 


Birth weight 




























Not low (over 2500 


























grajTfi) 


24 


2 


114 


11 


231 


23 


345 


34 




30 


1024 


10 


9 


Very low or low 


6 


5 


30 


23 


46 


35 


31 


23 


20 


15 


133 


8 


6 


*Eoch range includes pregnancies with self-reported rnedical corplications . 


Specifictilly. r>o vis 


Its includes 2 


such 


cases, 1-4 includes 


28 such cases. 


5-8 includes 63 


such 


cases, 9- 


12 includes 123 


such 


cases, and 


13+ 1 


">^ludes 


157 


such cnses. 




























bihis moan vob calculated to exclude ocrtplicated pregnancies ttecause this 


IS how the privately insured women's 


mean 


\»«s developed, and excluding such pregnancies decreases the mean. 
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Appendix VII 

Number of Prenatal Viaita, by 
Selected Demographics 













Table VII. 2: 


















PrenatAl Vlsitfi Made by Medicaid Recipients 
















and Thinsurt 


Women Who Began Care in the First 














Tri^nester, 


by Selected Derrographics 


(1986-87) 














No. and 


percent of Mcnen by range of visits* 
















1-4 




5-8 




9-12 


13+ 




Total 






Denoqraphic factor 




No. 


Percent 


Nb. 


Perotart 


No. 


Percent 


No. Percent 


no. 


Mean 


Totals 




23 


4 


81 


16 


181 


35 


237 


45 


522 


12 


11 


Insurance status 


























Medicaid 




11 


4 


50 


17 


99 


33 


141 


47 


301 


12 


11 


Umnsured 




12 


5 


31 


14 


82 


37 


96 


43 


221 


12 


11 


Ccrmmity type 


























Largest urban 




15 


8 


37 


19 


84 


43 


59 


30 


195 


11 


10 


Other urban 




8 


5 


20 


12 


47 


28 


91 


55 


166 


13 


12 


Rural 








24 


15 


50 


31 


87 


54 


161 


13 


12 


Maternal a^e 


























17 and under 




1 


2 


9 


21 


14 


33 


19 


44 


43 


12 


11 


18-19 




3 


4 


10 


14 


26 


38 


30 


43 


69 


12 


11 


20-24 




11 


5 


34 


16 


71 


33 


96 


45 


212 


12 


11 


25-29 




5 


4 


17 


15 


34 


30 


59 


51 


115 


13 


12 


30-34 




2 


3 


11 


17 


28 


43 


24 


37 


65 


12 


12 


35 and ever 




1 


6 






8 


44 


9 


50 


18 


13 


13 


Race 


























V*)ite 




7 




23 


10 


'33 


35 


125 


53 


238 


13 


12 


Black 




8 


5 


36 


23 


47 


31 


63 


41 


154 


11 


11 


Hispanic 




7 


6 


20 


17 


48 


40 


46 


38 


121 


12 


11 


Other 






11 


2 


22 


3 


33 


3 


33 


9 


10 


11 


Educat ion 


























0-8 grades 




6 


10 


11 


18 


20 


33 


23 


38 


60 


11 


10 


Seme high school 




8 


5 


28 


17 


56 


33 


77 


46 


169 


12 


11 


Graduated high school 


6 




29 


17 


52 


31 


81 


48 


168 


12 


11 


Col lege 




3 


2 


13 


10 


53 


42 


56 


45 


125 


13 


11 


Place of most care 


























Hospital clinic 




6 


5 


IS 


12 


49 


38 


60 


46 


130 


13 


11 


Lcccil health dept. 




3 


2 


25 


15 


50 


31 


85 


52 


163 


13 


12 


Doctor's office 




7 


4 


37 


20 


68 


36 


76 


40 


188 


12 


11 


Midwife service 
















1 


100 


1 


20 




OcTi bina t lon/other 




7 


17 


4 


10 


14 


35 


15 


38 


40 


11 


10 


Birth weight 


























Not low (over 2500 grams) 


17 


4 


58 


12 


167 


36 


226 


48 


468 


13 


11 


Very lew or lew 




6 


11 


23 


43 


14 


26 


11 


20 


54 


9 


7 


^Each range include*: 


pregi*ancies with sel f -reported rr^iceil ccnplications. Specifically, 1-4 iiicludes 6 such 


cases, 5-8 includes 


18 such case? 


, 9-12 includes 50 such 


case 


s, and 13+ includes 116 such cases. 




^^Hus mean was calculated to excli>de ocrplicated pregnancies because this is how the privately insured v*unen's 


mocin was developed, and including such pregnancies increases the mean. 
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Appendix VII 

Number of Prenatal Visits, by 
Selected Demographics 













Table VII. 3: 


















Prenatal Visits Made by Medicaid Recipients and lAiinsured Wcrnen With 














Pregnancies of 36-38 We^ (1986-87) 
















No. 


and percent of wcmen by range of visits^ 
















0 








D— O 




y— lil 




13+ 


Total 




Mean^ 


DotDgraphic factor 


No. 


Percent 


rvo. 


Percent 




Percent 


No. 


Percent 


No. 


Percent 


no. 


Mea.i 




c 


1 . 94 


40 


15.50 


71 


27.52 


82 


31.78 




23. 26 


258 


9.14 


7.60 






























Medicaid 


1 


0.85 


16 


13 .68 


37 


31 . 62 


37 


31 . 62 


26 


22.22 


117 


9.46 


7.22 


Uninsured 


4 


2.84 


24 


17. 02 


34 


24. 11 


45 


31 . 91 


34 


24.11 


141 


8.87 


8.17 


0*TTiTiir>lt"v i"vr^ 




























Lsr^GSt urban 






24 


18.18 


34 


25.76 


47 


35.61 


ZH 


1 G 1 Q 

lo. io 


132 


8.38 


7.90 


Other urban 


2 


2.90 


8 


11.59 


20 


28.99 


19 


27.54 


20 


28.99 


69 


9.94 


7.33 


Riral 






Q 




1 / 








16 


28.07 


57 


9.91 


8.06 


Maternal age 




























17 and under 






4 


13.33 


9 


30.00 


9 


30.00 


Q 
O 


OR R"? 

zo. o / 


30 


9.37 


8.72 


lS-19 


2 


A AA 


12 


26.67 


10 


22.22 


14 


31.11 


"7 

/ 


ID. Do 


45 


7.80 


6.77 


20-24 






8 


9.09 


27 


30.68 


29 


32.95 


24 


27 .27 


88 


9.93 


7.61 


25-29 


2 


3.77 


13 


24.53 


15 


28.30 


12 


22.64 


11 


20.75 


53 


8.00 


6.85 


30-34 


1 


3.23 


2 


a At^ 


Q 
O 


ZD . OX 


ID 


!)1 . oi 


4 


12.90 


31 


9.10 


9.55 


35 and over 






1 

1 


Q OQ 


2 




2 


1 Q 1 Q 

io. lo 


6 


54.55 


11 


13.18 


11.25 


Race 




























White 


1 


1.19 


6 


7.14 


17 


20.24 


28 


33.33 


32 


38.10 


84 


11.12 


9.00 


Black 






16 


20.25 


31 


39.24 


20 


25.32 


12 


15.19 


79 


8.11 


6.63 


Hispanic 


4 


4.55 


16 


18.18 


21 


23.86 


32 


36.36 


15 


17.05 


88 


8.27 


7.72 


Other 






2 


28.57 


2 


28.57 


2 


28.57 


1 


14.29 


7 


7.71 


8.80 






























0-8 grades 


1 


2.44 


8 


19.51 


10 


24.39 


14 


34.15 


8 


19.51 


41 


8.63 


8.24 


ScRve hi^ school 


2 


2.04 


17 


17.35 


30 


30.61 


29 


29.59 


20 


20.41 


98 


8.95 


7.69 


Graduated high 




























school 


2 


2.70 


:i 


14.86 


19 


25.68 


23 


31.08 


19 


25.68 


74 


9.05 


7.29 


College 






4 


8.89 


12 


26.67 


16 


35.56 


13 


28.89 


45 


10.13 


8.39 


Place of care 




























Hospital clinic 






7 


12.28 


16 


28.07 


16 


28.07 


18 


31.58 


57 


10.09 


8.16 


Local health dept. 






12 


11.76 


30 


29.41 


35 


34.31 


25 


24.51 


10? 


9.47 


8.52 


Doctor's office 






13 


17.11 


22 


23.95 


25 


32.89 


16 


21.05 


76 


9.21 


7.98 


Midv'ife service 










2 


66.67 


1 


33.33 






3 


8.00 


8.00 


Ocrbinat ion/other 






8 


53.33 


1 


6.67 


5 


33.33 


1 


6.67 


15 


6.13 


4.44 


Birth weight 




























Not low (ever 2500 




























grains) 


5 


2.35 


32 


15.02 


53 


24.88 


73 


34.27 


50 


23.47 


213 


9.25 


7.99 


Very low or low 






8 


17.78 


18 


40.00 


9 


20.00 


10 


22.22 


45 


8.58 


6.90 


^Each range includes pregnancies with self -reported rvedical ocrplications. Specifically* 1-4 includes 9 such cases 


5-8 includes 14 such 


cases, 


9-12 includes 


34 such cases f 


and 13+ includes 38 such 


cases. 








^^niis mean was calculated to exclude ocrplicated pregnancies because this is how the privately insured vvcnen 


's nean 


was developed, and including such pregnancies vould 


increase the nestn. 
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Number of Prenatal Visits, by 
Selected Demographics 













Table 


VII. 4: 






















Prenatal Visits Made try Medicaid Recipients 
















and Ihinsured Women With Pregiwicies of 


39-40 Weeks 


(1986-87) 














No. and percent of women by range of visits^ 
















0 




1^ 


5 


-8 




9-12 




13+ 


Total 




Mean" 


DoTDqraphic factor 




Percent No. 


Percent 


No^ 


Percent 


No. 


PercoTt 


No. 


Percent 


no. 


Mean 


Toteds 


13 


2.33 


53 


9.50 


129 


23.12 


202 


36.20 


161 


28.85 


558 


10.17 


9.26 






























Medicaid 


3 


1.01 




5.39 


71 


23.91 


110 


37.04 


97 


32.66 


297 


10.82 


10.13 


Uninsured 


10 


3.83 


37 


14.18 


58 


22 22 


92 


35.25 


64 


24.52 


261 


9.42 


8.43 


Cofnuffiity type 




























Largest urban 


6 


2.56 


31 


13.25 


69 


29.49 


86 


36.75 


42 


17.95 


234 


8.V4 


8.33 


Other urban 


5 


2.96 


17 


10.06 


23 


13.61 


54 


31.95 


70 


41.42 


169 


XT. 28 


9.73 


Rural 


2 


1.29 


5 


3.23 


37 


23.87 


62 


40.00 


49 


31.61 


155 


11.10 


10.36 


Maternal age 




























17 eirri under 


3 


5.77 


6 


11.54 


9 


17.31 


20 


38.46 


14 


26.92 


52 


9.62 


9.21 


18-19 






9 


10.71 


18 


21.43 


32 


36.10 


25 


29.76 


&; 


10.62 


9.50 


20-24 


6 


2.76 


22 


10.14 


53 


24.42 


71 


32.72 


65 


29.95 


217 


10.05 


9.13 


25-29 


2 


1.49 


11 


8.21 


37 


27.61 


47 


35.07 


37 


27.61 


134 


10.17 


9.14 


30-34 


2 


4.00 


3 


6.00 


9 


18.00 


22 


44.00 


14 


28.00 


50 


10.36 


9.72 


35 and over 






2 


9.52 


3 


14.29 


10 


47.62 


6 


28.57 


21 


10.52 


9.58 


Hace 




























Vhire 


3 


1.46 


8 


3.88 


34 


16.50 


87 


42.23 


74 


35.92 


206 


11.33 


10.16 


Black 


5 


2.92 


19 


11.11 


48 


28.07 


55 


32.16 


44 


25.73 


171 


9.66 


8.86 


Hispanic 


5 


2.87 


26 


14.94 


44 


25.29 


58 


33.33 


41 


23.56 


174 


9.31 


8.73 


Other 










3 


42.86 


2 


28.57 


2 


28.57 


7 


9.71 


9.17 


Education 




























0-8 grades 






11 


14.47 


23 


30.26 


27 


35.53 


15 


19.74 


76 


8.89 


8.49 


Sane high sdtool 


7 


3.80 


20 


10.87 


45 


24.46 


58 


31.52 


54 


29.35 


184 


9.91 


8.85 


Graduated high school 2 


1.14 


12 


6.82 


40 


22.73 


62 


35.23 


60 


34.09 


176 


10.86 


9.90 


College 


4 


3.28 


10 


8.20 


21 


17.21 


55 


45.08 


32 


26.23 


122 


10.35 


9.46 


Place of care 




























Jfospital clinic 






14 


9.79 


30 


20.98 


57 


39.86 


42 


29.37 


143 


10.65 


9.65 


local health dept. 






20 


10.93 


46 


25.14 


63 


3'i.43 


54 


29.51 


183 


10.13 


9.20 


Doctor's office 






14 


7.87 


41 


23.03 


67 


37.64 


56 


31.46 


178 


10.72 


9.98 


Midwife service 


















1 


100.00 


1 


20.00 




Ocrrbi nat ion/other 






5 


12.50 


12 


30.00 


15 


37.50 


8 


20.00 


40 


9.25 


9.46 


Birth weight 




























Not low (over 2500 




























grams) 


12 


2.21 


53 


9.74 


126 


23.16 


196 


36.03 


157 


28.86 


544 


10.16 


9.25 


Very low or low 


1 


7.14 






3 


21.43 


6 


42.86 


4 


28.57 


14 


10.43 


9.60 


^Each range includes pregnancies with self-reported medical ccrplicaticns. Specificadly, 1-4 


includes 7 such cases. 


5-8 includes 26 such cases 


, 9-12 


includes 60 suc)i 


cases* 


and 13+ includes 67 such cat 


>es • 








t^Inis n»an was calculated to exclude cotrplicated pregnancies because this is hew the privately insured women's mean 


was developed, and including such pregnancies would 


increase tlie mean. 
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Number of Prenatal Visits, by 
Selected Demographics 



Table VII. 5; 



Prenatal Visits Made by Medioaid Recipients and IMinsured Vtoen with 
Pregnancies of 41-43 Weete (1986-^7) 

No. and percent of women by range of visits^ 



1-4 5-8 9-12 13+ Total 



Derographic factor No. Percent No. Percent No. Percent No. Percent Nb. Percent no. Mean Mean^ 
Totals 5 2.02 22 8.91 49 19.84 71 28.74 100 40.49 247 11.20 10.14 



Insurance status 

Medicaid 1 
Uninsured 4 

Ccmmnity type 

Largest urban 5 

Other urban 

Rural 

Maternal age 

17 and under 

18-19 1 

20-24 3 

25-29 

30-34 1 
35 and over 

Race 

White 1 
Black 2 
Ib-Spamc 2 
Other 

Education 



0.70 


11 


7.75 


30 


3.81 


11 


10.48 


19 


4.95 


16 


15.84 


20 




4 


5.63 


14 




2 


2.67 


15 




2 


8.00 


6 


2.94 


1 


2.94 


7 


3.13 


8 


8.33 


16 




7 


12.50 


11 


4.17 


3 


12.50 


6 




1 


8.33 


3 


1.00 


6 


6.00 


9 


2.20 


8 


8.79 


26 


3.77 


8 


15.09 


13 



1 



21.13 


43 


30.28 


57 


18.10 


28 


26.67 


43 


19.80 


32 


31.68 


28 


19.72 


21 


29.58 


32 


20.00 


18 


24.00 


40 


24.00 




28.00 


10 


20.59 


10 


29.41 


15 


16.67 


33 


34.38 


36 


19.64 


12 


21.43 


26 


25.00 


5 


20.83 


9 


25.00 


4 


33.33 


4 


9.00 


28 


28.00 


56 


28.57 


31 


34.07 


24 


24.53 


11 


20.75 


19 


33.33 


1 


33.33 


1 



40.14 


142 


11.45 


10.35 


40.95 


105 


10.86 


9.88 


27.72 


101 


9.49 


8.49 


45.07 


71 


12.28 


11.48 


53.33 


75 


12.48 


11.12 


40.00 


25 


11.20 


10.06 


44.12 


34 


11.65 


10.86 


37.50 


96 


10.99 


9.59 


46.43 


56 


11.82 


10.97 


37.50 


24 


10.33 


8.71 


33.33 


12 


10.42 


11.00 


56.00 


100 


12.93 


11.71 


26.37 


91 


9.90 


9.21 


35.85 


53 


10.15 


9.10 


33.33 


3 


11.33 


12. 'X) 



0-8 grades 


1 


2.78 


6 


16.67 


14 


38.89 


3 


8 


33 


12 


33 


^3 


36 


9.31 


8 


08 


Seme high sdxx^l 


3 


3.45 


9 


10.34 


15 


17.24 


28 


32 


18 


32 


36 


78 


87 


10.82 


9 


59 


Graduated high 


































SC^K»1 


1 


1.43 


6 


8.57 


11 


15.71 


22 


31 


43 


30 


42 


86 


70 


11.57 


11 


04 


College 






1 


1.85 


9 


16.67 


18 


33 


33 


26 


48 


15 


54 


12.59 


11 


47 



Place of care 



Hospital clinic 


4 


6 


06 


10 


15.15 


21 


31 


82 


31 


46 


97 


66 


12 


73 


11.43 


Local health depth 


8 


9 


41 


19 


22.35 


22 


25 


88 


36 


42 


35 


85 


11 


01 


10.43 


Doctor's office 


7 


9 


33 


20 


26.67 


25 


33 


33 


23 


30 


67 


75 


10 


56 


9.87 


Ccr^Di nat ion/ othe r 


3 


18 


75 






3 


1« 


75 


10 


62 


50 


16 


12 


38 


10.00 



Birth weight 



Itot low (over 2500 

graro) 5 2.03 22 8.94 49 19.92 71 28.86 99 40.24 246 11.17 10.14 

Very lew or low . . . . . . . .1 100.00 1 19.00 



^Each range includes pregnancies with sslf-reported medical oorrpli cat ions. Specif icall/^, 1-4 includes 5 such cases, 
5-8 includes 10 such cases* 9-12 includes 18 such cases* and 13+ includes 45 such cases. 

*^nu8 mean was calculated to exclude oorrplicated preg-icincies because this is how the privately insured ucmen's neon 
was developed* and including such pregnsincies would increase the mean. 
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Appendix VIII 



Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Woraen, by 
Selected Demographics 



The following tables provide **double demographies'* on the 1,157 
women interviewed. For example, table VIII.l, profiles the care obtained 
by the 605 Medicaid recipients interviewed by community, maternal age, 
race, education, place of care, and birth weight. 







Table 


VIIT..1 












Adequacy 


of Prenatal Care 


for Medicaid 








Recipients, by DemoRraphics (1986-87) 








Demographic 


Inadequate^ 


Internediate^ 


Adequate^ 


Total 


factor 


No. 


Percent 


No. 


Percent 


No. 


Percent 


no . 


T'-tals 


93 


15.37 


264 


43.64 


2 48 


40.99 


605 


VyUuiuiun 4. L. y Lypc 
















Largest urban 


42 


21.32 


94 


47.72 


61 


30.96 


197 


Other urban 


30 


15. 15 


81 


40.91 


87 


43.94 


198 


Rural 


2 1 


10.00 


89 


42 . 38 


100 


47.62 


210 


Maternal age 
















17 and under 


11 


19.64 


28 


50.00 


17 


30.36 


56 


18-19 


13 


13.13 


51 


51.5? 


35 


35.35 


99 


20-24 


35 


14.83 


95 


40.25 


106 


44.92 


236 




24 


17.52 


60 


43.80 


53 


38.69 


1 J/ 


30-34 


6 


10.17 


21 


35.59 


32 


54.2 4 


59 


35 and over 


4 


22.22 


9 


50.00 


5 


27.78 


18 


Race 
















White 


25 


10.37 


81 


33.61 


135 


56.02 


241 


Black 


55 


20.83 


130 


49.24 


79 


29.92 


2 64 


Hlspan Ic 


11 


12.22 


46 


51.11 


33 


36.67 


90 


Other 


2 


20.00 


7 


70.00 


1 


10.00 


10 


Education 
















0-8 grades 


6 


18.75 


16 


50.00 


10 


31.25 


32 


Some high school 


50 


20.49 


110 


45.08 


84 


34.43 


244 


Graduated high school 


24 


11.88 


90 


-:*4.55 


88 


43.56 


202 


College 


13 


10.24 


48 


37.80 


66 


51.97 


127 


Place of care 
















Hospital clinic 


24 


13.95 


79 


45.93 


69 


40. 12 


172 


Local health dept. 


17 


12.23 


63 


45.32 


59 


42.45 


139 


Doctor's office 


28 


11.81 


106 


44.73 


103 


43.46 


237 


Midwife service 






1 


50.00 


1 


50.00 


2 


Combination /other 


18 


36.73 


15 


30.61 


16 


32.65 


49 


Birth uel^^ht 
















Not low (over 2500 grams) 74 


13.86 


234 


43.82 


226 


42.32 


534 


Very low or low 


19 


26.76 


30 


42*25 


22 


30.99 


71 


^Each category includes 


pregnancies with self -reported medical 


conp lications . 




Specifically, Inadequate 


Includes 


29 such 


cas es, 


intermedia te 


includes 85 such 


cases, 


and adequate includes 116 such cases. 
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Appendix Vm 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 







Table VIII. 2 












Adequacy 


of Prenatal 


Care 


for Uninsured 








Women 


by Demographics 


(1986-87) 








Demographic 


Inadequate^ 


I nte mediate^ 


Adequate^ 


Total 


factor 


No. 


Percent 


No. 


Percent 


No. 


Percent 


no . 


Totals 


137 


24,82 


232 


42.03 


183 


33.15 


552 


Vy i^UUUUII X C y C y c 
















Largest urban 


86 


27.74 


139 


44.84 


85 


27.42 


310 


Other urban 


36 


24.00 


54 


36,00 


60 


40.00 


150 


Rural 


15 


16.30 


39 


42.39 


38 


41.30 


92 


Maternal aj»e 
















17 and under 


18 


27.69 


29 


44.62 


18 


27.69 


65 


18-19 


24 


29. 63 


33 


40. 74 


4, 


29. 63 


81 


20-24 


44 


22.45 


87 


44 • 39 


65 


33. 16 


196 


25-29 


25 


21.01 


54 


45.38 


40 


33.61 


119 


30-34 


18 


30.51 


17 


28.81 


24 


40.68 


59 


35 and over 


8 


25.00 


12 


37.50 


12 


37.50 


32 


Race 
















White 


28 


15.56 


72 


40.00 


80 


44.44 


180 


Black 


33 


27.05 


53 


43.44 


36 


29,51 


122 


Hispanic 


76 


31.28 


105 


43.21 


62 


25.51 


2 43 


Other 






2 


28.57 


5 


71.43 


7 


Education 
















0-8 grades 


38 


29.23 


59 


45.38 


33 


25,38 


130 


Some high school 


43 


27.11 


68 


40.96 


53 


31.93 


166 


Graduated high school 


30 


20.98 


63 


44.06 


50 


34,97 


143 


College 


24 


21.24 


42 


37.17 


47 


41.59 


113 


Place of care 
















Hospital clinic 


26 


22.22 


50 


42.74 


41 


35.04 


117 


Loca 1 hei Ith dept . 


50 


19.53 


127 


49.61 


79 


30.86 


256 


Dec jt's (»fflce 


30 


?5.00 


40 


33.33 


50 


41.67 


120 


Midwife f jrvlce 






3 


100.00 






3 


Comblnat on/other 


7 


21.88 


12 


37.50 


13 


40.63 


32 


Birth wel'ht 
















Not low (over 2500 grams) 119 


24.29 


204 


41.63 


167 


34.08 


490 


Very low or low 


18 


29.03 


28 


45. 16 


16 


25.81 


62 


^Each category Includes 


pregnancies with self 


-reported medical coisp Ilea t ions . 




Sped f-* cally, inadequate 


Includes 


21 such cases, 


Intermediate 


Includes 64 such 


cases, 


and adequate Includes 58 


such cases* 
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Adeqtt^>»*y of Prenatal Care Obtained by 
Medicaid Recipif»nts and Uniitsured Women, 
by Selected Demographics 



Table VIII. 3; 



Adequacy of Prenatal Care for Medicaid Recipients and 
Uninsured Won en In the L argest Urban Areas>^ by Demographics (1986-87) 

Denxjgraphlc Inadequatea InternedlateQ Adequate^ Total 

factor No. Percent No . Percent No. Percent u^^ 

Totals 128 25.25 233 ^5.96 U6 28.80 507 



Insurance status 

Medicaid U2 21.32 9^ ^7. 72 61 30.96 197 

Uninsured 86 27.74 139 UU.^U 85 27.42 310 



Maternal age 



17 and under 


13 


26.00 


25 


50.00 


12 


24.00 


50 


18-19 


17 


25.00 


33 


48.53 


18 


26.47 


68 


20-24 


42 


24.14 


86 


49.43 


46 


26.44 


174 


25-29 


30 


23.81 


64 


50.79 


32 


25.40 


126 


30-34 


18 


28.13 


i7 


26.56 


29 


45.31 


64 


35 and over 


8 


32.00 


8 


32.00 


9 


36.00 


25 



Race 



White 


11 


?o.oo 


23 


41 


82 


21 


38 


18 


55 


Black 


Al 


25.31 


72 


'.4 


44 


49 


30. 


25 


162 


Hispanic 


76 


26.76 


135 


47 




73 


25. 


70 


28A 


Other 






3 


50 


00 


3 


50. 


00 


6 



Education 



0-8 grades 


36 


29 


51 


59 


48 


.36 


27 


22 


13 


122 


Some high school 


46 


28 


22 


74 


45 


40 


43 


26 


38 


163 


Graduated hl^ school 


26 


20 


97 


59 


47 


58 


39 


31 


45 


124 


College 


20 


20. 


41 


41 


41 


84 


37 


37 


76 


98 


Lace of care 






















Hospital clinic 


42 


22 


70 


86 


46 


49 


57 


30 


81 


185 


Local health dept. 


44 


19 


73 


113 


50 


6/ 


66 


29 


60 


223 


Doctor's office 


17 


31 


48 


20 


37 


04 


17 


31 


48 


54 


Midwife service 








4 


8C 


00 


1 


20 


00 


5 


Combination/other 


6 


28 


57 


10 


47 


62 


5 


23. 


61 


21 



Birth weight 

Not low (over 2500 grane) 112 24.78 203 44.91 137 30. 31 452 
Very low or low 16 29.09 30 54.55 9 16.36 55 

^Each category includes pregnancies with self -reported tcedical conip Ilea t ions . 
Specifically, inadequate includes 26 such cases, intermediate Includes 71 such cases, 
and adequate includes 45 such cases. 
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Appendix VDI 

Ade<iuacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 



Table VIII. 4; 

Adequacy of Prenatal Care for Medicaid Recipients and 
Unlns'ired Women In Other Urban Areas«^ by Deiaographlco (1986-87) 

Deujographlc Inadequatea Intercedlate^ Adequate^ Total 

factor No. Percent No . Percent No . Percent no. 



Totals 


66 


18.97 


135 


38.79 


147 


42.2 4 


348 


Insurance status 
















Medicaid 


30 


15. 15 


81 


40.91 


87 


43.94 


198 


Un Insured 


36 


24.00 


54 


36.00 


60 


40.00 


150 


Material age 
















17 and under 


11 


31.43 


16 


45.71 


8 


22.86 


35 


18-19 


12 


21.05 


29 


50.88 


16 


28.07 


57 


20-24 


27 


18.75 


48 


33.33 


69 


47.92 


144 


25-29 


11 


17. 19 


21 


32.81 


32 


50.00 


64 


30-34 


4 


11.11 


15 


41.67 


17 


47.22 


36 


35 and over 


1 


8.33 


6 


50.00 


5 


41.67 


12 


Race 
















White 


30 


15.54 


67 


34.72 


96 


49.74 


193 


Black 


27 


22.69 


54 


45.38 


38 


31.93 


119 


Hispanic 


8 


28.57 


9 


32.14 


11 


39.29 


28 


Other 


1 


12.50 


5 


62.50 


2 


25.00 


8 



Education 



0-8 grades 


6 


23.08 


8 


30.77 


12 


46.15 


26 


Some high school 


31 


25.00 


50 


40.32 


43 


34.68 


124 


Graduated hlg^ school 


15 


13.04 


51 


44 35 


49 


42.61 


115 


College 


14 


16.87 


26 


31.33 


43 


51.81 


83 


Place of most care 
















Hospital clinic 


8 


9.30 


34 


39.53 


44 


51.16 


86 


Local h' ilth dept. 


10 


10. 42 


47 


48.96 


39 


40.63 


96 


Doctor's office 


28 


21.21 


49 


37.12 


55 


41.67 


132 


Combination /other 


12 


46. 15 


5 


19.23 


9 


34.62 


26 


Birth weight 
















Not low (over 2500 grams) 


50 


16.89 


117 


39.53 


129 


43.58 


296 


Very low or low 


16 


30.77 


18 


34.62 


18 


34.62 


52 



*Each category Includes pregnancies with self -reported medical cocnp 11 cations . 
Specifically, inadequate includes 14 such cases, Intermediate includes 48 such cases, 
and adequate Includes 63 such cases. 
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Appendix vm 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women^ 
by Selected Demographics 



Table VIII, 5: 

Adequacy of Prenatal Care for Medicaid Recipients and Uninsured Women 



Demographi c 



in Rural Areas, by Demo;^raphiC8 (l986'-87 ) 

Inadequate a Internediate^ Adequate^ 



Total 



factor 


No, 


Percent 


No, 


Percent 


No, 


Percent 


no » 


Totals 


36 


11,92 


128 


42,38 


138 


45.70 


302 


Insurance status 
















MedlcAlri 


21 


10,00 


89 


42 , 38 


100 


47 , 62 


210 


Un insured 


15 


16,30 


39 


42,39 


38 


41,30 


92 


Maternal ase 
















17 and under 


5 


13,89 


16 


44,44 


15 


41.67 


36 


18-19 


8 


14,55 


22 


40,00 


25 


45,45 


55 


20-24 


10 


8.77 


48 


42 , 11 


56 


49 , 12 


114 


25-29 


8 


12,12 


29 


43,94 


29 


43,94 


66 


30-34 


2 


11,11 


6 


33. 33 


10 


55, 56 


18 


35 and over 


3 


23,08 


7 


53,85 


3 


23.08 


13 


Race 
















White 


12 


6,94 


63 


36,42 


98 


56.65 


173 


Black 


20 


19.05 


57 


54,29 


28 


26,67 


105 


Hispanic 


3 


14,29 


7 


33,33 


11 


52.38 


21 


Other 


1 


33,33 


1 


33, j3 


1 


33,33 


3 


Education 
















0-8 grades 


2 


14,29 


8 


57,14 


4 


28,57 


14 


Some high school 


18 


14,65 


54 


43,90 


51 


41,46 


123 


Graduated hig^ school 


13 


12,26 


43 


40,57 


50 


47,17 


106 


College 


3 


5,08 


23 


38,98 


33 


55,93 


59 


Place of most care 
















Hospital clinic 




• 


9 


50,00 


9 


50,00 


18 


Local health dept . 


13 


17,11 


30 


39,47 


33 


43, 42 


76 


Doctor's office 


13 


7.60 


77 


45,03 


81 


47.37 


171 


Combination /other 


7 


20,59 


12 


35,29 


15 


44, 12 


34 


Birth welRht 
















Not low (cer 2500 grams) 


31 


11,23 


118 


42,75 


127 


46.01 


276 


Very low or low 


5 


19,23 


10 


38,46 


11 


42, 31 


26 



^Each category includes pregnancies with self -reported medical coiqp lications . 
Specifically, inadequate includes 10 such cases, intermediate Includes 30 such cases, 
and adequate includes 66 such cases. 
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Appendix Vm 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women^ 
by Selected Demographics 









Table 


VIII. 6: 












Adequacy of 


Prenatal 


Care for White Medicaid 






Recip ients 


and Uninsured Women, by DemoRraphics 


(1986-87) 




Demographic 




Inadequate^ 


Internediate^ 


Adequate^ 


Total 


factor 




No « 


Percent 


No . 


Percent 


No . 


Percent 


no . 


Totals 




53 


12.59 


153 


36.34 


215 


51.07 


42 1 




















Medicaid 




25 


10.37 


81 


33.61 


135 


56.02 


241 


Un insured 




9 ft 






/ n n n 
^U . UU 


on 
oU 


/ / / / 


180 


Community type 


















Largest urban 




11 


20.00 


23 


41.82 


21 


38. 18 


55 


Other urban 




30 


15.54 


67 


34.72 


96 


49.74 


193 


Rural 




12 


6.94 


63 


36. 42 


98 


56. 65 


173 


Maternal at^e 


















17 and under 




6 


13.95 


19 


44. 19 


18 


41.86 


43 


18-19 




9 


1?. 16 


35 


47.30 


30 


40. 54 


74 


20-24 




21 


12.14 


58 


33.53 


94 


54.34 


173 


25-29 




8 


9.41 


29 


34. 12 


48 


56.47 


85 


30-34 




5 


17.24 


7 


24. 14 


17 


58.62 


29 


35 and over 




4 


23.53 


5 


29. 41 


8 


47.06 


17 


Education 


















0-8 grades 




2 


8.70 


12 


52. 17 


9 


39. 13 


23 


Some high school 




26 


16. 15 


62 


38.51 


73 


45.34 


i6 1 


Graduated hi^ school 


15 


10.87 


53 


38.41 


70 


50.72 


138 


College 




10 


10. 10 


26 


26.26 


63 


63. 64 


99 


Place of most care 


















Hospital clinic 




9 


9.18 


39 


39.80 


50 


^^1.02 


98 


Local health dept. 




7 


7.29 


38 


39.58 


51 


53. i: 


96 


Doctor's office 




21 


11.54 


63 


34.62 


98 


53.85 


182 


Midwife service 








1 


100.00 






1 


Combination /other 




10 


26.32 


12 


31.58 


16 


42. 11 


38 


Birth weight 


















Not low (over 2500 grams) 4 6 


12. 17 


134 


35.45 


J98 


52.38 


378 


Very low or low 




7 


16.28 


19 


44. 19 


17 


39.53 


43 


^Each category includes pregnancies with self -reported medical 


cowp lications. 




Specifically, inadequate 


includes 


14 such cases, intermediate 


includes 47 such 


cases, 


and adequate includes 


100 


such cases. 
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Appendix Vm 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Wo-nen^ 
by Selected Demographics 









Table VIII. 7: 










Adequacy 


of 


Prenatal Care for Black Medicaid Recipients 




and 


Uninsured 


Women_i 


bv DemDRraphics (1986-87) 






Demographic 




Inadequate^ 


Internediate^ 


/ucquate^ 


Total 


factor 




No. Percent 


Nc. 


Percent 


No. 


Percent 


no . 


Totals 




88 


22.80 


183 


47.41 


115 . 


29.79 


386 


Insurance status 


















Medicaid 






20. 83 


1 30 


49 .24 


79 


29.92 


264 






33 


27. 05 


53 


43. 44 


36 


29.5 1 


1 9 9 


Community type 


















Largest urban 




41 


25.31 


72 


44.44 


49 


30.25 


162 


Other urban 




27 


22.69 


54 


45.38 


38 


31.93 


119 


Rural 




20 


19.05 


57 


54.29 


28 


26.67 


105 


Maternal a^e 


















17 and under 




16 


30.19 




/ Q n A 

47 . UD 


1 1 


on 7 *\ 


53 


18-19 




11 


18.97 


30 


51.72 


17 


29. 31 


58 


20-24 




32 


21.92 


67 


45.89 


47 


32. 19 


146 


25-29 




21 


27.27 


36 


46. 75 


20 


25.97 


77 


30-34 




6 


15.38 


15 


38.46 


18 


46.15 


39 


35 and over 




2 


15.38 


9 


69.23 


2 


15.38 


13 


Education 


















0-8 grades 








7 


70.00 


3 


30.00 


10 


Some high school 




45 


31.91 


65 


46. 10 


31 


21.99 


141 


Graduated hig^ school 




29 


19.86 


68 


46.58 


49 


33.56 


146 


College 




14 


15.73 


43 


48.31 


32 


35.96 


89 


Place of most care 


















Hospital clinic 




23 


21.70 


46 


43.40 


37 


34.91 


106 


Local health dept. 




25 


18.38 


72 


52.94 


39 


28.68 


136 


Doctor's office 




20 


17.86 


57 


50.89 


35 


31.25 


112 


Midwife service 








2 


66.67 


1 


33.33 


3 


Comb in at ion /other 




10 


52.63 


6 


31.58 


3 


:5.79 


19 


Birth weiRht 


















Not low (over 2500 grams) 


66 


20.50 


156 


48.45 


100 


31.06 


322 


Very low or low 




22 


34.38 


27 


42. 19 


15 


23.44 


64 


^Each category includes pregnancies with 


self -reported medical complications. 




Specifically, inadequate 


includes 


18 such 


cases, intermedia te 


includes 54 such 


cases. 


and adequate includes 4 6 


such cases. 
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Appendix Vffl 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 



Table VIII. 8: 



Adequacy 


of Prenatal Care 


for Hispanic Medicaid Recipients 


Tota 


and 


Uninsured 


Women, 


by Demo 


graphics (1986-87) 


quate* 


Demographic 


Inadequa te^ 


Internediate^ 


Ade 


factor 


No'. Percent 


No. 


Percent 


No . 


Percent 


no . 


Tota Is 


fi7 

0 / 




151 


45.35 




28.53 


333 


Insurance status 
















Medicaid 


11 


12.22 


46 


51.11 


33 


36.67 


90 


Un insured 


76 


31.28 


105 


43. 2 1 




25.51 


243 




















76 


26.76 


135 


47.54 


73 


25.70 




Other urban 


8 


28.57 


9 


32.14 


11 


39.29 


28 


Rural 


3 


14.29 


I 


33. 33 


11 


52.38 


21 


Maternal age 
















17 and under 


7 


28.00 


12 


48.00 


0 


24.00 


25 


18-19 


17 


36.1/ 


1 Q 




U 


23.40 


47 




25 


23.58 


52 


49.06 


29 


27.36 




25-29 


19 


21.59 


46 


52.27 


23 


26.14 


88 


30-34 


13 


27.66 


15 


31.91 


19 




47 


35 and over 


6 


30.00 


7 


35.00 


7 


35.00 




Education 
















0-8 grades 


41 


32.28 


55 


43.31 


31 


24.41 


127 


SoDe high scnool 


24 


22.64 


49 


46.23 


33 


31.13 


106 


Graduated hig^ school 


9 


16.36 


30 


54.55 


16 


29.09 


55 


College 


13 


28.89 


17 


37.78 


15 


33.33 


45 


Place of n>ost care 
















Hospital clini<" 


18 


21.95 


43 


52.44 


21 


25.6' 


82 


Local healt' 'pt. 


35 


21.74 


79 


49.07 


47 


29. 19 


161 


Doctor's office 


16 


30.77 


19 


36.54 


17 


32.69 


52 


Midwife service 






1 


100.00 






1 


Combination/other 


4 


17.39 


9 


39.13 


10 


43.48 


23 


Birth weight 
















Not low (over 2500 grams) 80 


25.81 


139 


44.84 


91 


29.35 


310 


Very low or low 


7 


30.43 


12 


52. 17 


4 


17.39 


23 


^Each category includes 


pregnancies with 


s elf -reported medical 


cotQp lications . 




Specifically) Inadequate 


includes 


17 such cases. 


iliternrdiate 


includes 45 such 


case 



and adequate includes 28 such cases. 
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Appc I'xVIII 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women^ 
by Selected Demographics 







Table VIII. 9: 










AQCMUoCy Ul 


Prenatal 


Care for Medicaid Recipients 


and Uninsured 






Women ReceivlnR Most of 


Their Care 








at a 


Hospital Clinic, 


by DemoRraphirs (1986-87) 






Demographic 


Inade 


quate^ 


Internediate^ 


Ad eg 


uate^ 


Total 


factor 


No. 


Percent 


No. 


Percent 


No. 


Percent 


no . 


iota Is 


50 


17.30 


129 


44.64 


110 


38.06 


289 


Insurf'i t status 
















Medicaid 


24 


13.95 


79 


45.93 


69 


40.12 


172 


Un insured 


26 


22.22 


50 


42. 74 


41 


35.04 


117 


Community type 


















42 


22 . 70 


on 
iJD 


46. 49 


S 7 


30.81 


1 


Other urban 




9.30 


34 


39.53 


44 


51.16 


86 


Rural 


• 


• 


9 


50.00 


9 


50.00 


18 


Maternal aRe 
















1 / iin/l imHoi' 
A / aiiu UllUci 


7 


20.00 


17 


48.57 


11 


31 .43 


ij 


1 Q 1Q 


5 


10.87 


26 


56.52 


15 


32.61 


46 


20-24 


19 


17.92 


48 


45.28 


39 


36.79 


106 


25-19 


11 


IV. 30 


24 


42.11 


22 


Jo . ou 


57 


30-34 


3 


12.00 


7 


28.00 


15 


60.00 


25 


35 and over 


5 


25.00 


7 


35.00 


8 


40.00 


20 


Race 
















White 


9 


9. 18 


39 


39.80 


50 


51.02 


Oft 


Black 


23 


21. 70 


46 


43.40 


37 


34.91 


106 


Hispanic 


18 


21.95 


43 


52.44 


21 


25.61 


82 


Other 






1 


33.33 


2 


66.67 


3 


Education 
















0-8 grades 


9 


29.03 


13 


41.94 


9 


29.03 


31 


Some hl^ schoo 


23 


20.72 


55 


49.55 


33 


29.73 


111 


Graduated hig^i scnool 


11 


13.58 


39 


48.15 


31 


38.27 


81 


College 


7 


10.61 


22 


33.33 


37 


56.06 


66 


Birth weight 
















Not Icfw (jver 2500 grans) 44 


16.73 


115 


43.73 


104 


39.54 


263 


Very low or low 


6 


23.08 


14 


53.85 


6 


23.08 


26 


'^Each category includes 


pregnancies with 


self -reported medicf.l complications. 




Specifically* inadequate 


includes 


16 such 


cases* intermediate 


Includes 47 such 


cases* 


and adequate includes 51 


such cas 


cs . 
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Appendix Vin 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 







Table 


VIII. 10: 










Adequacy of 


Prenatal Care for Medicaid Recip''«.nt8 and 


Uninsured 




Women Receiving Most 


of Their 


Care at a 


Local 






Health Department Clinic 


, by DemoRraphics 


(1986-87) 




Demographic 


Tnade4' 


xate^ 


Intermediate^ 


Adequate^ 


Total 


factor 


No. Percent 


No. 


Percent 


No. 


Percent 


no . 


Totals 


67 


16.92 


190 


A7.98 


139 


35.10 


396 


















Medicaid 


17 


12.23 


63 


A5.32 


59 


A2.A5 




Un insured 


50 


19. A6 


127 


69. A2 


80 


31. 13 


257 


VA^ujinuniLy uypc 
















Largest uiiran 


4A 


19.73 


113 


50.67 


66 


29.60 


223 


Other urban 


10 


10. A2 


A7 


A8.96 


39 


AO. 63 


96 


Rural 


13 


16 . 88 




38 . 96 




AA. 16 


77 


Maternal aj^e 
















17 and under 


8 


19.05 


23 


5A.76 


11 


26. 19 


A2 


18-19 


12 


21.82 


26 


A7.27 


17 


30.91 


55 


20-2A 


20 


lA. 18 


6A 


A5.39 


57 


AO. A3 


lAl 


25-29 


15 


15. 15 


51 


51.52 


33 


33.33 


99 


30- 3A 


9 


20. A5 


18 


AO. 91 


17 


38. 6A 


AA 


35 and over 


3 


20.00 


8 


53.33 


A 


26.67 


15 


Race 
















White 


7 


7.22 


38 


39.18 


52 


53.61 


97 


Black 


25 


18.38 


72 


52. 9A 


39 


28.68 


136 


Hi span ic 


35 


21. 7A 


79 


A9.07 


A7 


29. 19 


161 


Other 






1 


50.00 


I 


50.00 


2 


Education 
















0-8 grades 


16 


19.28 


A6 


55.^2 


21 


25.30 


83 


Some high school 


25 


18.12 


59 


A2.75 


5A 


39.13 


138 


Graduated hi^i school 


lA 


12.28 


57 


50.00 


A3 


37.72 


llA 


College 


12 


19.67 


28 


A5.90 


21 


3A.43 


61 


Birth weijiht 
















Not low (over 2500 grams) 61 


17.18 


166 


A6.76 


128 


36.06 


355 


Ver> low or low 


6 


1A.63 


2A 


58. 5A 


U 


26.83 


Al 


^Each category includes 


pregnancies with self -reported medical coup licat ions . 




Specifically, Inadequate 


includes 


10 such 


cases, intermediate it. eludes A9 such cases. 


and adequate includes A9 


such case 


s . 
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Appendix Vm 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 







Table VXXX.ll 










Adequacy of 


Prenatal 


Care for 


Medicaid Recipients 


and Uninsured 






Women 


Receiving Most of 


Their Care 








at a 


Doctor's Office, 


by DenoKraphics (1986-87) 






Uetnographic 


Xnadequa te^ 


Xnternediate^ 


Adequate^ 


Total 


factor 


No. 


Percen t 


No . 


Pe r cen t 


No . 


Per cen t 


no . 


Totals 


59 


16. A8 


1A6 


A0.7G 


153 


A2.7A 


358 


T nc II T* a n/^ o C^2>> >ti3 
JL llo U £^ a IlL. c o Ud U U£> 
















Medicaid 


28 


11.81 


106 


AA.73 


103 


A3.A6 


237 


Uninsured 


31 


25. 62 


AO 


33.06 


50 


Al . 32 


121 


v^cuuuuti X, uy u y uc 
















Largest urban 


18 


32 . 7 3 


20 


36. 36 


17 


30.91 


55 


Other urban 


28 


21.21 


A9 


37. 12 


55 


A1.67 


132 


Rural 


13 


7.60 


77 


A5.03 


81 


A7.37 


171 


Ma temal a«e 
















17 and under 


7 


23.33 


15 


50.00 


8 


26.67 


30 


18-19 


9 


16.07 


2A 


A2.86 


23 


A). 07 


56 


20-2A 


20 


1A.29 


57 


AO. 71 


63 


A5.00 


lAO 


25-29 


lA 


17.07 


3A 


A1.A6 


3A 


A1.A6 


82 


30- 3A 


6 


15.79 


11 


28.95 


21 


55.26 


38 


35 and over 


3 


25.00 


5 


Ai.67 


A 


33.33 


12 


Race 
















White 


22 


12.02 


63 


3A.A3 


98 


53.55 


183 


Black 


20 


17.86 


57 


50.89 


35 


31.25 


1 12 


Hispanic 


16 


30.77 


19 


36. 5A 


17 


32.69 


52 


Other 


1 


9.09 


7 


63. 6A 


3 


27.27 


11 


Education 
















0-8 grades 


13 


39.39 


13 


39.39 


7 


21.21 


33 


Some high school 


19 


16.96 


51 


A5.5A 


A2 


37.50 


112 


Graduated hi^ school 


13 


11.30 


A7 


AO. 87 


55 


A7.83 


115 


College 


lA 


1A.29 


33 


35.71 


A9 


50.00 


98 


Birth weiaht 
















Not low (over 2500 grane) A8 


15. 3A 


130 


A1.53 


135 


A3. 13 


313 


Very low or low 


11 


2A.AA 


16 


35.56 


18 


AO.Ou 


A5 


^Each category includes 


pregnancies with self -reported medical 


cocp lications. 




Specifically, inadequate 


includes 


16 such 


cas es, in ter med ia te 


includes Al such 


cases, 


and adequate includes 63 


such cases. 
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Appendix IX 



Characteristics of Women Who Obtained No 
Prenatal Care 



Of the 1,157 women we interviewed, 30 or 3 percent obtained no prena- 
tal care. (Generally, these women were uninsured, minorities, and from 
the largest urban areas. For example, 11 of the 30 women who obtained 
no prenatal care were interviewed at the Los Angeles County-USC Medi- 
cal Center. Of these 11 women, 10 were Hispanic and all 11 were unin- 
sured. The remaining 19 women, who obtained no care, came from 12 
different hospitals with no hospital having more than 2 women who 
received no caie. 

Six (20 percent) of the women we interviewed who had no prenatal care 
had low birth-weight babi^^. This is consistent with the National Center 
for Health Statistics study A^e discussed in chapter 1, which states that 
babies bom to women who obtain no prenatal care are about 3 times 
more lik-iy to be of low birth weight than babies bom to women who 
obtain early care. In addition, of the 30 women who obtained no care: 

• 24 were uninsured, while 6 were Medicaid recipients; 

• 19 were from the largest urban areas, 8 were from other urban areas, 
and 3 were from rural areas; 

• 1 1 were between the ages of 20-24, while the other age groups each had 
5 or fewer women; 

• 14 were Hispanic, 10 were black, and 6 were white; and 

• 14 had some high school, 8 had graduated from high school, 4 had some 
college experience, and 4 had 8 years of education or less. 
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App€)ndix X 



Prenatal Visits Made by Medicaid Recipients 
and Uninsured Women, by Month of First Visit 



The number of prenatal visits made by the Medicaid recipients and unin- 
sured women interviewed ai'e shown in tables X.l through X.4 according 
to the month of the first visit. Table X.l includes only Medicaid recipi- 
ents and uninsured women who obtained insufficient prenatal care. 
Table X.2 includes all 1,157 women interviewed, while table X.3 
includes only the 784 women without medical complications. For com- 
parison with table X.3, table X.4 includes the 4,047 privately insured 
women. 
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Appendix X 

Prenatal Visits Made by Medicaid Recipients 
and Uninsured Women, by Month of 
First Visit 



Table X, li 



Prenatal Visits Made by Medicaid 
Recipients and Uninsured Women Obtaining 
Insufficient Care, by Month of First Visit (1986-87) 



No. of 
prenatal 
visits 

0 
1-4 
5-8 

9-12 
13 + 



No. of women making first visit in 



No 
care 

30 



Totals 



Percents 



30 



lst-3rd 
month 



23 
68 
0 
0 
91 
13 



4 th 
month 

0 

19 
51 
83 
60 
213 
29 



5th-6th 
month 

0 

36 
101 
97 
32 



^Figures in parentheses are percents, 



266 



37 



7th-9th 
month 

0 
66 
44 
15 

1 

126 
17 



Total 
no . of 
women ^ 

30 
(4) 

144 
(20) 

264 
(36) 

195 
(27) 

93 
(13) 

726 



(100) 
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Appendix X 

Prenatal Visits Made by Medicaid Recipients 
and Uninsured Women, by Month of 
First Visit 



Table X.2: 



No. of 



Prenatal Vtstts Mqd» by Mpdicald Rectptents and Uninsured 
Vfcmen, by Month of First Visit (1986-87) 

Prenatal care began In 



pronata 1 


Al 1 


1st- 


3rd mooth 


4th fBonth 


5th- 


6th month 


7th- 


9th month 


No prenatal care 


visits 


births 


No. 


Percent 


No. 


Percent 


No. 


Percent 


No. 


Percent 


No. 


Percent 
























Tota 1 s 


M57 


522 


45.12 


213 


1 8.41 


266 


22.99 


126 


10.89 


30 


2.59 


None 


30 


















30 


100.00 


1-2 


69 


10 


14.49 


5 


7.25 


17 


24.64 


37 


53.62 






3-4 


75 


15 


17.33 


14 


18.67 


19 


25.33 


29 


38.67 






5-6 


120 


24 


20.00 


24 


20.00 


46 


38.33 


26 


21.67 






7-8 


157 


57 


36.31 


27 


17.20 


55 


35,03 


18 


11.46 






9-10 


195 


85 


*3.59 


41 


21.03 


59 


30.26 


10 


5.13 






n-12 


181 


96 


53.04 


42 


23.20 


38 


20.99 


5 


2.76 






13-U 


139 


93 


66.91 


29 


20.86 


17 


12.23 










rp-16 


91 


65 


71 .43 


14 


15.38 


M 


12.09 


1 


1.10 






17-18 


43 


33 


76.74 


8 


1 8.60 


2 


4.65 










19 or more 


57 


46 


80.70 


9 


15.79 


2 


3.51 
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Appendix X 

Prenatal Visits Made by Mrniicaid Recipients 
and Uninsured Women, by Month of 
First Visit 



Table X.3: 



Prenatal Visits Hado by Hadlcold Raclpients and Uninsured Wcraen 
With UnccrapHcated Pregnancies, by Month of First Visit (1986-8 7) 



No. of 
prenatal 


AH 








Prenatal 


car© began 


In 








1st- 


3rd month 


4th fnonth 


5th- 


6th month 


7th- 


9th month 


No prenatal care 


visits 


births 


No. 


Percent 


No. 


Percent 


No. 


Percent 


No. 


Percent 


No. 


Percent 


Totals 


784 


332 


42.35 


150 


19.13 


182 


23.21 


92 


11.73 


28 


3.57 


None 


28 


















28 


100.00 


1-2 


56 


9 


16.07 


4 


7.14 


15 


26.79 


28 


50.00 






3-4 


60 


8 


13.33 


10 


16.67 


13 


30.00 


24 


40.00 






5-6 


93 


21 


22.58 


19 


20.43 


36 


38.71 


17 


18.28 






7-8 


121 


42 


34,71 


23 


19.01 


41 


33.88 


15 


12.40 






9-10 


134 


60 


44.78 


31 


23.13 


36 


26.87 


7 


5.22 






11-12 


119 


71 


59.66 


26 


21.85 


22 


18.49 










13-14 


92 


63 


68.48 


22 


23.91 


7 












15-16 


50 


35 


70.00 


8 


16.00 


6 


12.00 


1 


2.00 






17-18 


20 


15 


75.00 


4 


20.00 


1 


5.00 










19 or more 


11 


8 


72.73 


3 


27.27 
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Appendix X 

Prenatal Visits Made by Medicaid Redpients 
and Uninsured Women, by Month of 
First Visit 



Table X.4; 

P, onatal Visits Made by Privately insured 
Wcwen With UnccropI Icoted Pregnancies, by Month of First Visit (1986-87) 



No. of Prenatal care began in 



prenatal 


All 


1st- 


3rd month 


4th 


month 


5th- 


•6th month 


7th- 


9th month 


visits 


births 


No. 


Percent 




Percent 


No^ 


Percent 


No. 


Percent 


Totals 


4,047 


3,387 


83.69 


332 


8.20 


244 


6.03 


84 


2.08 


None 


0 


0 


o.oo 


0 


0.00 


0 


0.00 


0 


0.00 


1-2 


7 


0 


0.00 


1 


14.29 


1 


14.29 


5 


71.42 


3-4 


26 


2 


7.69 


2 


7.69 


8 


30.77 


14 


53.85 


5-6 


71 


19 


26.76 


7 


9.86 


24 


33.80 


21 


29.58 


7-8 


225 


106 


47.11 


39 


17.33 


57 


25.34 


23 


10.22 


9-10 


626 


458 


73.16 


74 


11.82 


79 


12.62 


15 


2.40 


11-12 


1,043 


873 


83.70 


120 


1 1.51 


46 


4.41 


4 


.38 


13-14 


1 ,116 


1,030 


92.29 


61 


5.47 


23 


2.06 


2 


.18 


15-16 


652 


626 


96.01 


21 


3-22 


5 


.77 


0 


0.00 


17-18 


185 


181 


97.84 


4 


2.16 


0 


0.00 


0 


0.00 


19 or more 


96 


9? 


95.83 


3 


3.13 


1 


1 .04 


0 


0.00 
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Appendix XI 

Comparisons of Prenatal Care for Privately 
Insured and Medicaid Recipients and Uninsured 
Women With Uncomplicated Pregnancies, 
by Community 

Prenatal care obtained by privately insured women is compared with 
that for Medicaid recipients and uninsured women by community for 
adequacy, timing, and number of prenatal visits in tables XI. 1 through 
XI.3. 
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Appendix XI 

Comparisons of Prenatal Care for Privately 
Insured and Medicaid Recipients and 
Uninsured Women With Uncomplicated 
Pregnancies, by Community 



Tobto XJ.l: 



Adequacy of Prenotot Cure, by insurance Status and 
Cownunity (1986-87) 



State/ 
ccmmuni ty 



Adeou a c y of core (percent of carmunity tot ols) 



Inadequate 



liitennediate 



Pr Ivate ty 
I nsured 



rl»dicaid/ 
un I nsured 



Pr Ivate »y 
I nsured 



Adequate 



Madlcald/ 
uni nsured 



Private »y 
I nsured 



Madlcald/ 
unl nsured 



Totat no**, of women^ 
PrJvatety Medicaid/ 
Insured uninsured 



Totafs 



20 



46 



34 



4,047 



756 



Alabama 



Bl nml nghffn 
Huntsvl tid 
►tontgcmery 
Setma 
Troy 



9 
33 
29 

n 

7 



1 1 
13 
18 
25 
100 



45 
33 
53 
67 
86 



89 
83 
79 
75 
0 



45 
33 
18 
22 
7 



83 
103 
97 
24 
4 



22 
12 
1 7 
36 
14 



Cal I fornia 



Los Angetes 
Bakersf leid 
Socrw.anto 
E} Centro 
UKlah 



24 
38 

0 
17 

0 



18 
20 
30 
31 
21 



48 
33 
50 
33 
67 



79 
78 
68 
63 
78 



28 
29 
50 
50 
33 



702 
103 
155 
32 
72 



140 
24 
16 
12 
9 



Georg la 



At fanta 
Co tun bus 
Savannah 
Aner Icus 
Brunswick 



28 
14 
36 
38 
12 



16 
24 
16 
04 
04 



44 

52 
43 
25 
65 



80 
68 
84 
96 
96 



28 
33 
21 
38 
24 



485 
76 
76 
24 
24 



71 
21 
14 
16 
17 



1 1 Mnols 



Ch I cago 
Peer I a 
RocKford 
Carbonda \e 
Mattoon 



31 
21 
26 
1 7 
1 1 



19 
6 
18 
31 
23 



49 

29 
32 
39 
56 



76 
94 
82 
66 
77 



20 
50 
42 
43 
33 



504 
109 
84 
35 
35 



45 
14 
19 
23 
9 



Mai no 



Augusta 
Bangor 



25 
0 



1 1 
4 



0 
33 



87 
96 



75 
67 



93 
25 



Massachusetts 



Boston 



12 



3t> 



54 



131 



37 
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Appendix XI 

Ck)mpari8<.»na of Prenatal Care for Privately 
Insured and Medicaid Recipients and 
Uninsured Women With Uncomplicated 
Pregnancies, by Community 



Adequacy of core (percent of community totals) 



Inadequate 



Intermediate 



Adequate 



Total nos. of women° 

State/ Privately l%dlcald/ Privately Medicaid/ Privately Madlcald/ Privately ►ted lea Id/ 

ccmmuni ty Insured un Insured I nsured uninsured I nsured uninsured I nsured uninsured 



New York 



New York 

Syracuse 

Buffalo 

Kingston 

Auburn 



38 
0 
0 



13 
24 
15 



55 
42 

25 
20 
38 



85 
92 
86 
73 
85 



25 
50 
38 
80 
63 



205 
153 
209 
67 
48 



53 
12 



West Virginia 



Char leston 
Huntington 
8luef 'eld 
Clarksburg 



29 
0 
7 
9 



14 

12 
22 
32 



53 
21 
47 
45 



81 
87 
78 
63 



18 
79 
47 
45 



70 
69 
32 
68 



17 
14 

30 
1 1 



Note: Percents way not total due to rounding. 
^Includes only worsen with unconpl tcated pregnancies. 
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Appendix XI 

Comparisons of Prenatal Care for Privately 
Insured and Medicaid Recipients and 
Uninsured Women With Uncomplicated 
Pregnancies, by Community 



Toble XI. 2; 

Uming of First FV-enotol Visit, by Insuronce Status ond 
CcnwunltY a986-87) 



Trimester of first visit (percent of ccmmunlty totals) 
1st 2nd 3rd 



Totol nos« of women^ 

State/ Privately M&dlcald/ Privately Medicaid/ Pr Ivately Medicaid/ Privately Medicaid/ 
community Insured unl nsured I nsured uninsured I nsured uninsured I nsurad unl nsured 



Totals 
A I abcm a 



84 



44 



\2 



4,047 



756 



Slrm Inghem 
Huntsvl I ie 
MDOtgcniery 
Selma 
Troy 



90 
83 
80 
83 
0 



45 
42 
24 

39 
36 



10 
13 
16 
17 
100 



45 
33 
71 
53 
64 



9 
25 
6 



83 
103 
97 
24 
4 



22 
12 
17 
36 
14 



Call fornia 



Los Mgeles 
Bakersf teld 
Sacrmento 
El Centro 
Uklah 



82 
81 
75 
66 
BY 



39 
38 
56 
50 
33 



16 
17 
23 
28 
18 



44 
46 
44 

33 
67 



17 
1 7 

0 
I 7 

0 



702 
103 
155 
32 
72 



140 
24 

16 
12 
9 



Georgia 



At lanta 
Co I in bus 
Savannah 
Aner Icus 
Brunsvick 



83 
72 
89 
96 
96 



45 
33 
36 
44 
29 



14 

21 
11 
4 
4 



42 

67 
29 
19 
71 



13 
0 
36 
38 
0 



485 

76 
76 
24 
24 



71 
21 
U 
16 
17 



I Itlnols 



Chicago 
Poor I a 
Rock ford 
Carbondate 
Mjtt oon 



81 
94 
88 
69 
77 



33 
71 
42 
43 

56 



16 
6 
12 
29 
23 



47 
14 
32 
48 
33 



20 
14 
26 
9 
11 



504 

109 
84 
35 
35 



45 
14 

19 
23 
9 



Ha) ne 



Augusta 
Bangor 



87 
100 



75 
83 



11 
0 



0 
17 



25 
0 



93 
25 



Massachusetts 



Boston 



92 



62 



32 



181 



37 
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Appendix XI 

C'^mparlsons of Prenatal Care for Privately 
luu^ured and Medicaid Recipients and 
Uninsured Women Witli Uncomplicated 
Pregnancies, by Community 



State/ 
ccromun i ty 



Trimester of first visit (percent of ccmmunity totals) 
|st 2nd 3rd 



Total nos. of women^ 

Privately MsKllcald/ Privately Mjdicald/ Privately Medicaid/ Privately l^tedlcald/ 
Insured uninsured i nsured uninsured insured un i nsur-^d insured un I nsured 



New York 

Syracuse 

Buffalo 

Kingston 

Auburn 

West Virginia 

Char leston 
Huntington 
Bluefle J 
Clarksburg 



89 
92 
91 
84 
85 



87 
88 
8i 
66 



34 

67 



80 
75 



29 
79 
60 
45 



iO 

9 
9 
15 
15 



9 
10 
19 
31 



57 
33 
38 
20 
25 



59 
21 
33 
55 



9 
0 
25 
0 
0 



12 
0 
7 
0 



205 
153 
209 
67 
48 



70 
69 
32 
68 



53 
12 
8 
5 
8 



17 
14 

30 
1 1 



Note: Percents may not total due to rounding, 
^includes only raen with unccmpi icated preganacias. 
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Comparisons of Prenatal Care for Privately 
















Insured and Medicaid Recipients and 


















Uninsured Women Witli Uncomplicated 


















Pregnancies, by Community 


























Table XI. 3: 
























Prenatal Visits, by 


Insurance 


Status 




















and 


Community 


(1986-87) 
























No 


of prenatal 


visits 




















State/ 




(percent of community totals) 




Average no. 










1-4 


5 


-8 


9- 


12 


13 + 


of 


visits 








conununity 


Pia 




PI 




PI 


m/u 


PI 


m/u 


PI 












Totals 


1 


15 


7 


28 


41 


33 


51 


23 


12 


. 5 


9 


.2 








Alabama 
































Bi rmingham 


0 


0 


1 


23 


41 


36 


58 


41 


1 3 


.2 


11 


.6 








Huntsvi lie 


0 


25 


7 


17 


38 


33 


55 


25 


12 


7 


9 


.2 








Montgomery 


1 


35 


6 


35 


45 


12 


47 


18 


12 


2 


7 


.4 








Selma 


0 


6 


13 


42 


29 


36 


58 


17 


12 


7 


9 


.5 








Troy 


0 


7 


25 


64 


50 


21 


25 


7 


10 


3 


7 


. 7 








California 
































Los Angeles 


1 


19 


7 


31 


33 


31 


59 


19 


13 


1 


8 


.5 








Bakersf ield 


0 


33 


5 


17 


45 


13 


50 


38 


12, 


6 


8 


.5 








Sacramento 


0 


0 


11 


38 


43 


44 


46 


19 


12 


5 


10 


.2 








El Centro 


0 


17 


22 


0 


22 


17 


56 


67 


12, 


3 


12 


.8 








Ukiah 


1 


0 


7 


11 


24 


22 


68 


67 


13, 


4 


13 


1 








Georgia 
































Atlanta 


1 


24 


8 


30 


40 


31 


51 


15 


12. 


5 


7 


7 








Columbus 


4 


14 


11 


10 


34 


52 


51 


24 


11. 


8 


9 


8 








Savannah 


0 


21 


8 


43 


37 


29 


55 


7 


12. 


8 


7 


2 








Americus 


0 


6 


4 


44 


8 


13 


88 


38 


14. 


5 


10 


2 








Brunswick 


0 


12 


0 


35 


4 


29 


96 


24 


16. 


3 


9 


5 








Illinoi s 
































Chicago 


2 


24 


12 


33 


42 


27 


44 


16 


11. 


8 


8, 


0 








Peoria 


0 


21 


2 


21 


40 


29 


58 


29 


13. 


0 


8, 


9 








Rockford 


0 


11 


7 


21 


50 


32 


43 


37 


12. 


1 


11 , 


3 








Carbondale 


0 


13 


9 


22 


31 


52 


60 


13 


12. 


3 


9. 


0 








Mattoon 


0 


11 


6 


56 


66 


33 


29 


0 


11. 


3 


7. 


7 

t 
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Appendix XI 

Ck)inp«rlsons of Prenatal Care for Privately 
Insured and Medicaid Recipients and 
Uninsured Women Witli Uncomplicated 
Pregnancies, by Community 



No. of prenatal visits 



Average no. 



State/ 




1-4 


5- 


■8 


9-12 


13+ 


of 


visits 


conuTiunity 


tr 1 


m/u^ 


PI 




PI 




PI 


M /U 


PI 




M/U 


Mai ne 
























Augusta 


0 


0 


1 


0 


43 


75 


56 


25 


13 


.0 


12.0 


Bangor 


0 


0 


4 


33 


64 


17 


32 


50 


11 


.4 


11.2 


Massachusetts 
























Boston 


0 


8 


6 


19 


49 


57 


46 


16 


12 


.4 


10.0 


New York 
























New York 


0 


17 


6 


26 


46 


43 


48 


13 


12 


.6 


8.7 


Syracuse 


1 


8 


1 


42 


39 


33 


59 


17 


13 


.2 


9.1 


Buffalo 


0 


38 


6 


0 


52 


50 


43 


13 


12 


.1 


8.6 


Kingston 


1 


0 


15 


20 


58 


40 


25 


40 


10 


.9 


11.0 


Auburn 


0 


0 


4 


13 


52 


38 


44 


50 


12 


.4 


11.6 


Vist Virginia 
























Charleston 


1 


18 


11 


29 


49 


24 


39 


29 


11 


.8 


9.4 


Huntington 


0 


0 


3 


0 


43 


57 


54 


43 


12 


.6 


12.5 


Bluef ield 


0 


3 


13 


33 


69 


33 


19 


30 


11 


.0 


10.4 


Clarksburg 


0 


9 


7 


27 


47 


18 


43 


45 


12 


.1 


11.1 



^PI - Privately insured women 
M/U - Medicaid recipients or uninsured women 



Note: Includes only women with uncomplicated pregnancies. 
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Appi^ndix XII 

Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 

The following tables provide details on the barriers to earlier or more 
frequent care cited by the Medicaid recipients and uninsured women 
interviewed at the 32 hospitals participating in our study. Table XII. 1 
includes all barriers cited by the 1,157 women interviewed; table XII.2, 
all barriers cited by women who obtained insufficient caro; and table 
XII.3, the barriers the women who obtained insufficient care cited as 
being most important. 
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Appendix Xn 

Barriers to £arlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



Toblo XI 

Barriers to Prenatal Core Cited By Medicaid Recipients and Uninsured Women, by Portlclpoting Hospitals (1986-87) 
Total Barriers clted^ (percent) 



State/ 


Coomjnity 


no. of 








Logistlcal/hoalth services 








hospital 


type 


Women 


1 


2 


3 


4 


5 


6 7 


8 


9 


10 21 


Total s 




1,157 


8.82 


5.53 


16.16 


2.68 


7.87 


8.90 8.64 


5.19 


11.58 


1.73 1.04 


A lab an') 
























Cooper Green 


Midsize 


35 


8.57 


5.71 


20.00 




2.86 


. 8.57 


8.57 


2.86 




Huntsvl lie 


Midsize 


19 






15.79 


10.53 


21 .05 






10.53 




Baptist Medical 
























Center 


Midsize 


22 


18.18 


4.55 


36.36 


9.09 


45.45 


. 9.09 


9.09 


18.18 




Vaughan Regional 
























Medical Center 


Rural 


45 


11.11 


6.67 


28.89 


11.11 


2.22 


. 11.11 


8.89 


6.67 




Edge Memorial 


Rural 


24 


12.50 


4.1 7 


37.50 


16.67 


8.33 


. 25.00 


8.33 


12.50 





Cai I fornia 



Los Angeles County- 
USC Medical 



Center 


Urban 


195 


10.26 


7.69 


13.85 


2.56 


8.21 


1 7.95 


9.74 


8.72 


1 7.44 


3.59 


3.08 


Memorial Medical 




























Center 


Urban 


17 




5.88 


17.65 






5.88 


5.88 




5.88 


5.88 




Kern Modlcoi Center 


Midsize 


39 


5.1. 




30.77 




5.13 


7.69 


12.82 


2.56 


10.26 






Sutter Community 


Midsize 


26 


7.69 




23.08 




3.85 


7.69 




3.85 


7.69 






ei Centro Cownun Ity 


Rural 


19 


5.26 


21 .05 


15.79 




5.26 


21 .05 


5.26 


10.53 


5.26 




10.53 


Ukioh General 


Rural 


18 




5.56 


27.73 




16.67 


5.56 


11 .11 




5.56 






»eorgla 




























Gr ody Momor lal 


Urban 


83 


13.25 


7.23 


19.28 




7.23 


4.82 


9.64 


6.02 


3.61 






Georgia Baptist Kedica 




























Center 


Urban 


12 


8.33 




8.33 




16.67 


8.33 


8.33 


8.33 


16.67 






Medical Center 




























(Col umbus) 


Midsize 


26 


7.69 


3.85 


3.85 




3.85 


3.85 


7.69 




19.23 






Mefflcrlol Medical 




























Center 


Midsize 


23 


8.70 




17.39 




13.04 




4.35 




17.39 






Sumter Regional 


Rural 


23 


8.70 


4.35 


4.35 




4.35 






4.35 


4.35 






Glynn -Brunswick 




























Memor lal 


Rural 


24 


12.50 


4.17 


4.1 7 




20.83 


12.50 






8.33 






(1 Inols 




























(.X)k (bounty 


Urban 


61 


16.39 


4.92 


11 .48 


4.92 


1 .64 


11 .48 


13.11 


8.20 


18.03 


13.11 


1.64 


ingolls Memorial 


Urban 


4 














25.00 




25.x 






St. Francis Medical 




























Center 


Midsize 


14 


















7.M 






Methodist Medical 




























Center 


Midsize 


5 
























Rockford Memorial 


Midsize 


34 




5.88 


1 1 .76 


2.94 


1 1 .76 


8.82 


5.88 


2.94 


5.88 






M&torlal Hospital 




























(Corbondale) 


Rural 


38 


5.26 


5.26^ 


18.42 


7.89 


18.42 


21 .05 






18.42 






Sara Bush Lincoln 




























Health Center 


Rural 


1 7 


5.88 


5.88 


17.65 




1 1 .76 


5.88 


11 .76 




5.88 
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Appendix XII 

Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



Barriers cl1^° (percent) 



Women's flfttltudes^ beliefs, and experiences h inonclng No 

11 iL 11 L*. 11 11 ilili2.20222324_ Other prcolqn 

6.83 10.72 8.30 24.63 7.09 12.45 8.38 8.47 7.69 3.80 22.39 4.93 6.83 4.41 29.39 



2.86 5.71 2.% 

5.26 21.05 5.26 

4.55 

. 4.44 4.44 

. 4.17 



25.71 2.86 8.57 

36.84 10.53 5.26 

9.09 . 4.55 

26.67 6.67 4.44 

20.83 . 4.17 



2.86 2.86 11.43 

5.26 10.53 15.79 

4.55 4.55 4.55 

6.67 11.11 13.33 

4.17 4.17 12.50 



2.86 8.57 

. 42.11 10.53 

9.0g 40.91 18.18 

6.67 17. /8 8.89 

4.1 7 20.83 



. 45.71 

. 5.26 36.84 

31.82 1 3.64 9.09 

4.44 . 37.78 

4.17 41.67 



11.79 8.21 7.18 

11.76 5.88 5.88 

J5.38 12.82 15.38 
3.85 

15.79 10.53 21.05 

11. n 16.67 5.56 

6.02 8.43 9.64 

. 8.33 

. 7.69 11.54 

. 21.74 17.39 

. 34.78 13.04 

4.1 7 8.33 8.33 

9.84 16.39 16.39 

. 25.00 

. 14.29 

. 14.71 8.82 

7.89 10.53 2.63 

5.88 11.76 5.88 



26.15 6.15 14.87 

23.53 17.65 23.53 

23.08 5.13 28.21 
30.77 

26.32 5.26 26.32 

16.67 5.56 16.67 



22.89 7.23 10.84 

. 16.67 

11.54 7.69 n.54 

21 .74 8.70 17.39 

34 . 78 1 3.04 1 3 . 04 

1ft. 6-' 8.33 12.50 



45."0 8.20 21.31 
25.00 50.00 



20.00 

29.4) 8.82 8.82 

36.84 2.63 5.26 

J7.65 5.88 5.38 



11 .79 7.69 4.10 
11.76 

7.69 7.69 5.13 
7.69 

21.05 5.26 10.53 

. 22.22 11.11 

1.20 3.61 4.82 

3.85 J5.38 11.54 

. 17.39 13.04 

4.35 30.43 21 .74 

. 8.33 4.:? 

19.67 13. n 8.20 

. 7.14 14.29 

8.82 14.71 11.76 

2.63 10.53 13.16 

. 5.88 5.88 



3.59 36.41 2.56 

. 41.18 5.88 

'•.13 35.90 5.13 

3.85 7.69 

10.53 36.84 10.53 

11.11 33.33 

2.41 16.87 12.05 

. 16.67 

7.69 

. 13.04 

. 17.39 

8.33 54.17 8.33 

1.64 31.15 4.92 
25.00 

14.29 

. 14,71 11.76 

2.63 15.79 2.63 

. n.76 



5.13 7.18 20.*^1 

29.41 17.65 11.76 

17.95 15.38 17.95 

7.69 . 34 . 62 

. 10.53 31 .58 

22.22 ll.n 33.33 



6.02 3.61 33.73 

. 16.67 41.67 

7.69 38.46 

8.70 . 26.09 

8 . 70 4 . 35 30.43 

16.67 . .3.33 



6.56 3.28 9.84 

. 25.00 

7.14 7.14 57.14 

. 80.00 

2.94 2 94 29.41 

. 23.68 

. 5.88 29.41 
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Appendix Xn 

Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uidnsured Women at Participating Hospitals 



Borrlers citod^ (percent) 



State/ 



Logtstlcal/health services 



hospital 


type 


Women 


1 


2 


3 


4 


5 


6 


7 


8 


9 




21_ 


Maine 




























Kenoeoec vaiiey 




























Mddicot Center 


Rural 


0 






11.11 






11.11 












tosTern Maine rwoicai 




























Center 


rit u & 1 isf 


1 Q 














10.00 










Massachusetts 




























Brigham and Wooen's 


Urban 


35 


8.57 


2.86 


17.14 


2.86 


14.29 


8.57 


2.86 


2.86 


17.14 


2.86 




Boston City 


Urban 


16 


12.50 


12.50 


6.25 




6.25 




37.50 


31.25 


12.50 






New York 




























Harlem Hospital 




























Center 


Urban 


43 


4.65 


16.28 


9.30 


2.33 


2.33 


16.28 


9.30 




13.95 


6.98 


4.65 


Col uQb » a-^'rt sby ter 1 an 




























Medical Ceiter 


Urban 


41 


2.44 


2.44 


2.44 






4.88 


14.63 


7.32 






2.44 


Crouse-lrv Ino 




























Mefflor la! 


Midsize 


8 


25.00 




12.50 








37.50 


25.00 


12.50 






St. Joseph's 


Midsize 


6 


12.50 




12.50 








12.50 




25.00 






Children's 


Midsize 


16 


12.50 


6.25 


25.00 




12.50 


6.25 


12.50 


18.75 


6.25 






Benedictine 


Fxurai 


14 




7.14 








28.57 






14.29 






Auburn Memorial 


Rural 


16 


6.25 


12.50 


18.75 


b.2: 






18.75 




12.50 






West Virginia 




























Charleston Area 




























Modica! Center 


Midsize 


38 


15.79 




15.79 


2.63 


13.16 


10.53 


7.89 




23.68 






Cabel 1 Huntington 


Midsize 


25 


12.00 




16.00 


4.00 


4.00 








12.00 






Btuofield Community 


Rural 


39 


7.69 


5.13 


23.08 


2.56 


5.13 


i:.82 




2.56 


5.13 






United Hospital 




























Center 


Rural 


16 


12.50 


12.50 


31.25 




6.25 


12.50 


6.25 




12.50 
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Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uniniinred Women at Participating Hospitals 



Qon-it s clted° (percwt) 



Woman's afilfu'iesp beliefs and e perloncos Financing No 

?^ 20 22_ 23 24 Other problem 



. 33.33 n.ll . . 22.22 

10.00 . 20.00 1 0.00 20.00 . 40.00 

2.86 8.57 8.57 5.71 11.43 2.86 34.29 

6.25 12.50 6.25 6.25 12.50 . 18.75 

6.98 4.65 20.93 . 6.98 . 23.26 

4.88 7.32 9.76 7.32 7.32 4.88 46.34 

. 25.00 25.00 

12.50 ..... 50.00 

6.25 12.50 18.75 . 6.25 . 31 .25 

.... 42.86 

18.75 6.25 31 .25 12.50 12.50 . 18.75 



2 . 63 7.89 7.89 2 8.95 2.63 5.2 6 2 . 63 5.26 5.26 . 7.89 5.2 6 5.26 . 26.32 

8.00 4.00 8.00 12.00 4.00 4.00 . 4.00 8.00 . 12.00 4.CD 4.00 . 44.00 

5.13 7.69 5.13 33.33 5,13 5.13 7.69 7.69 12.62 5.13 12.82 10.26 5.13 2.56 41.03 

12.50 12.50 12.50 18 75 6,:5 12.50 18.75 . 18.75 6.25 37.50 . 6.25 . 25.00 



n_ 


11 


11 


li 


11 


11 


\1_ 


11 




















11.11 




22.22 




11.1 . 








10.00 




30.00 






20.00 


10.00 




2.86 


11.43 


17.14 


5.71 


5.71 


11.43 


2.86 


6.25 


6.25 




6.25 


12.50 


37.50 


12.50 




9.30 


18.60 


13.95 


25.58 


18.60 


13.95 


9.30 


6.98 


4.88 


24.39 


17.07 


12.20 


19.51 


17.07 


17.07 


14.63 


37.50 


37.30 




25.00 


12.50 


25.00 


62.50 


25.00 


12.50 


12.50 




12.50 




25.00 


12.50 


12.50 


12.50 


12.50 


6.25 


25.00 


6.25 


18.75 


18.75 


12.50 


7.14 


7.14 




14.29 


7.14 


7.14 






12.50 


25.00 


6.2 5 


43.75 


12.50 


25.00 


12.50 


25.00 
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Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



^ey to barriers cited by women: 

1. Did not have anyone to take care oT olhar 
chl idren* 

2. Could not miss work or school. 

3. Did not have a way to get clinic or doctor's 
of flee. 

4. No local doctors, midwives, or nurses. 

5. Could not get a doctor, midwife, or nurse to 
see them. 

6. Did not know where to go for care. 

7. Felt the wait In the doctor*s office or 
cl Inic was too long. 

8. Felt the office hours were not convenient. 

9. Could not get an appointment earlier In 
pregnancy. 

10. CanriOt speak English very well and could not 
find anyone who spoke their icnguage. 

11. Did not think It was Importent to see a 
doctor, nurse, or another medical person 
earlier cr more often. 

12. Did not want to think about being pregnant. 



13. Had too many other problems to worry about 
getting care. 

14. Did not know that they were pregnant. 

15. Not sure that they wanted to have the baby so 
didn*t go to a doctor, midwife, or nurse. 

16. Kney what to do since they had been pregnant 
uefore. 

17. Were a little afraid of medical tests and 
examinations. 

18. Were afraid to find out they were pregnant. 

19. Did not want .o tell baby's father, parents, 
or other family members. 

20. Did not like the doctor's or nurse's 
attitudes. 

21. Thought they might have problems with the 
Immigration people. 

22. Did not have en^yogh rroney to pay for 'I sits. 

23. Not eligible for Medicaid. 

24. Had problems with Medicaid. 
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Appendix Xn 

Barriers to Earlier or More Frequent Prenatal 
Care ated by Medicaid Bedpients and 
Uninsured Women at Participating Hospitals 



Tob>o XH,2; 

Bcrrlers to Pronatot Caro, CI tod by Women Who Received Insufftclont Cere, 
by Pyflclpatlng Hospital (1986-87) 

Total Barriers cIt»J° (porcont) 



State/ CooCTunlty no. of Loglstlcal/health services 



Hospital 


typo 


WoAten 


1 


2 


3 


4 


5 


6 


7 


6 


0 


10 


21 


Totals 




726 


1 1. 71 


6.75 


20.25 


3.86 


9.50 


11.16 


11.57 


6.34 


13.50 


2.20 


1 .24 


Alabama 




























Cooper Green 


Midsize 


20 


10.00 


10.00 


25.00 






• 


15.00 


10.00 




• 


• 


Huntsvl lie 


Midsize 


M 






21 .43 


1 4.29 


21 .43 








7.14 






Baptist HedtCfil 




























Center 


Midsize 


16 


22.22 


5.56 


38.69 


11.11 


44.44 




11.11 


11.11 


22.22 






Vaughan Reglona! 




























Medical Center 


Rural 


34 


14.71 


5.88 


32.35 


n.76 


2.94 


• 


14.71 


11. /6 


8.82 


• 


• 


Edge Memorial 


Rural 


16 


16.75 


6.2^ 


56.25 


16.75 


• 


• 


31.25 


6.25 


12. 5C 




• 


California 




























Los Angeles Cconty- 




























use hedical Center 


Urban 


146 


12.64 


6.11 


17.57 


3.36 


10.81 


22.30 


11.49 


9.46 


21.62 


/.05 


2.70 


Memorial Medical Center 


Urban 


n 


• 


• 


• 


• 


• 


9.09 


9.09 


• 


9.09 


9.09 


• 


Kern Medical Center 


Midsize 


27 


5.70 




40.74 




7.41 


11.1 1 


18.52 


3.70 


14.61 






Strtter Co<iminity 


Midsize 


13 






25.06 






15.36 




;.69 








£1 Centro Connwnlty 


Rural 


10 


10.00 


30.00 


10.00 




10.00 


40.00 


10. Go 


20.00 






20.00 


l^lah General 


Rural 


9 




11.11 


44.44 




22.22 


11.11 


22.22 










Georgia 




























Grady Hecnorlal 


Urban 


61 


16.03 


9.64 


24.59 




9.84 


4.92 


9.84 


6.56 


1.64 






^ Baptist Medical 




























Center 


Urban 


5 


20.00 




20.00 




40.00 


20.00 


20.00 




20.00 






Medical Center 




























(Col umbus) 


Midsize 


17 


11.76 


5.66 


5.86 




5.86 


5.68 


11.76 




17.65 






Memrlal Medical 




























Center 


Midsize 


16 


5.56 




16.6; 




11.11 




5.56 




22.22 






Sufflter Regional 


Rural 


n 


9.09 


9.09 


9.09 




9.09 






9.09 


9.09 






Glynn'BrunsH Ick 




























Mecnor lal 


Rural 


19 


15.79 


5.26 


5.26 




26.32 


15.79 






10.53 






1 lllnols 




























Cook County 


Urban 


43 


23.26 


4.65 


16.26 


6.96 


2.33 


11.63 


13.95 


9.30 


18.60 


13.95 


2.33 


tngalls Memorial 


Urban 


4 














25.00 




25.00 






St. Francis Medical 




























Cw^ter 


Midsize 


6 


















12.50 






RocKford Mwnorlal 


Midsize 


15 




13.33 


20.00 


6.67 


6.67 


13.33 


13.37 


6.67 


13.33 






Mororlal Hospital 




























(Carbondaie) 


Rural 


16 


11.11 


5.56 


22.22 


16.67 


27.76 


22.22 






33.33 






Sara Bush Llicoln Health 


























Center 


Rural 


B 






25.0C 




12.50 




12.50 











ERIC 
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Barriers to Eariier or More Frequent Prenatal 
Care ated by Medicaid Recipients and 
Uninsured Women at Participating Hoepitais 



Bcrrlys clted^ (percent) 

Wofflen's cttitudes» b<>nefs» and oxperlcnces Financing No 

il iL nil H 11 iLilHi2.22_2324^ Othor problem 

8.68 13.64 11.29 28.37 8.82 16.25 10.19 10.19 10.33 5.51 28.37 5.37 8.82 5.i3 17.63 



5.00 10.00 5.00 

7.14 28.57 7. '4 

5.56 

. 2.94 5.88 

. 6.25 



40.00 5.00 15.00 

42.86 U.29 7.14 

n.ll . 5.56 

35.29 5.88 5.88 

25.00 . 6.25 



5.00 5.00 20.00 

7.14 14.29 21.43 

5.56 5.56 5.56 

8.82 8.82 11.76 

^^.25 6.25 18.75 



5.00 5.00 

. 50.00 14.29 

11 .11 38.89 22.22 

8.82 20.59 8.82 

6.25 25.00 



. 25.00 

. 7.14 28.57 

27.78 16.67 5.56 

5.88 . 26.47 

6.25 31.25 



13.51 


8.78 


8.78 


29.05 


6.76 


14.86 


13.51 


8.78 


4.73 


4.73 


43.24 


2.03 


6.08 


6.08 


10.81 


18. '8 


9.09 




27.27 


27.27 


27.27 


18.18 








63.64 


9.09 


45.45 


18.18 


9.09 


22.22 


18.52 


22.22 


25.93 


7.41 


40.74 


11.11 


11.11 


7.41 


7.41 


48.15 


7.41 


22.22 


14.81 


7.41 


7.69 






38.46 






15.38 












7.69 




15.38 


20.00 


20.00 


40.00 


30.00 


10.00 


40.00 


30.00 


10.00 


20.00 


20.00 


50.00 


20.00 




20.00 


10.00 


22.22 


22.22 


11.11 


11.11 


11.11 


11.11 




22.22 


22.22 


22.22 


44.44 




33.33 


22.22 


11.11 


6.56 


8.20 


13.11 


22.95 


8.20 


14.75 


1.64 


4.92 


4.92 


1 .64 


19.67 


14.75 


6.56 


4.92 


27.87 












20.00 










40.00 






20.00 


20.00 




11.76 


11.76 


17.65 


5.88 


11.76 




17.65 


17.65 




11.76 






11.76 


35.29 




27.78 


22.22 


27.78 


11.11 


22.22 




22.22 


16.67 




16.67 




5.56 




16.67 




54.55 


18.18 


54.55 


18.18 


27.27 


S.09 


45.45 


45.45 




18.18 




18.18 


9.09 




5.26 


10.53 


10.53 


21.05 


10.53 


15.79 




10.53 


5.26 


10.53 


68.42 


10.53 


21.05 




15.79 


11.63 


20.93 


20.93 


44.19 


11.63 


30.23 


18.60 


13.95 


11.63 


2.33 


30.23 


6.98 


9.30 


2.33 


9.30 




25.00 




25.00 


50.00 










25.00 










25.00 






25.00 










12.50 


25.00 




25.00 




12.50 




37.50 




26.67 


20.00 


46.67 


20.00 


13.33 


13.33 


26.67 


26.67 




20.00 


13.33 




6.67 


6.67 


16.67 


22.22 


5.56 


38.89 


5.56 




5.56 


11.11 


11.11 


5.56 


27.78 


5.56 






5.56 


12.50 


12.50 




12.50 




12.50 




12.50 


12.50 




12.50 






12.50 


37.50 
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Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 







Totel 








Barrier 


s cltw<® (percent) 










state/ Coanun Ity 


no. of 






Loglstlcel/health servl 


COS 










IX/Sp 1 TOI 




Womon 


1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


21 






























Konnotec Veliey Medlcel 




























Canter 


Rurei 


2 
























Eestern Heino Hedicei 




























Center 


Midsize 


4 
























Mass ach use tts 




























BrighM end Women's 


Urban 


14 


7.14 




21 .43 




14.29 








21 .43 






doston City 


UrDen 


II 


16.16 


16.18 


9.09 




9.09 




45.45 


36.36 








Mew York 




























Herlen Hospltei Centor 


Urban 


34 


5.88 


17.65 


11.76 


2.94 


2.94 


17.65 


11.76 




14.71 


6.82 


2.94 


Col unb ie^resby tor ien 




























Modi eel Center 


Urban 


30 


3.33 


3.33 


3.33 






6.67 


20.00 


3.33 






3.33 


Crouse-irvIn9 Metnoriei 


K.dsize 


2 


50.00 












50.00 


50.00 


50.00 






St. Joseph's 


Midsize 


4 














25.00 




25.00 






Chi Idren's 


Midsize 


10 


10.00 




30.00 




20.00 


10.00 


20.00 


20.00 


10.00 






Bened I ct 1 ne 


Rurel 


2 
























Auburn Hemorlel 


Rurel 


6 


16.67 


16.67 


50.00 


16.67 






16.67 










West VIrglnle 




























Cherleston Area Modi eel 




























Can er 


Midsize 


25 


16.00 




16.00 


4.00 


8.00 


12.00 


8.00 




20.00 






Cobel t Huntington 


Midsize 


6 


16.67 






16.67 


16.67 








33.33 






eiuefleld Ccrwaonlty 


Rurel 


20 


15.00 


5.00 


35.00 


5.00 


5.00 


20.00 




5.00 


10.00 






United Hospltei Center 


Rurel 


9 


22.22 


22.22 


33.33 




11.11 


11.11 


11.11 




11.11 
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Barriers to Eariier or More Frequent Prenatal 
Care Qted by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



Barriers clted^ (por ent) 



Wonen's attitudes^ beliefs^ and experiences Financing 

IL H nil IL 11 LIlill202?_2324_ Other probla 



• 50.00 ............ 50.00 

. 25.00 . 50.00 . . 25.00 25.00 25.00 , 25.00 . 25.00 . 25.00 



. 14.29 28.57 . .14.29 . .14.29 14.29 7.14 21 .43 7.14 14.29 

9.09 9.09 . 9.09 18.18 54.55 18.18 . 9.09 18.18 . . 9.09 . 9.09 



8.82 1^.71 14.71 26.47 17.65 17.65 U.76 8.82 8.82 5. 



14.71 



6.67 33.33 20.00 13.33 23.33 20.00 16.67 16.67 6.67 10.00 13.33 6.67 6.67 5.67 36.67 
100.00 100.00 . . 50,00 100.00 100.00 ...... 



:o.oo 



25.00 25.00 

10.00 20.00 10.00 40.00 

50.00 . . 50.00 ......... 

16.67 33.33 16.67 33.33 16.67 33.33 16.67 16.67 16.67 16.67 50.00 16.67 16.67 



25.00 25.00 25.00 25.00 

30.00 20.00 20.00 . 20.00 30.00 



50.00 
10.00 



. 12.00 8.00 

. 16.67 

. 5.00 5.00 

11.11 11.11 I'.ll 



40.00 4.00 



35.00 
n .11 



4.00 
16.67 

5.00 
22.22 



4.00 8.00 



5.00 
22.22 



5.00 



8.00 
16.67 
15.00 
33.33 



5.00 
11.11 



33.33 
5.00 
44.44 



8.00 . 16.00 

16.67 . 33.33 

5.00 5.00 30.00 

11.11 . 22.22 
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Barriers to EarUer or More F^L^4u^nt Prenatai 
Care Cited by Medicaid HeciplentA and 
Uninsured Women at Para'dpatiiig Hospitals 



^ey to barriers cited by woroon: 

1* Did not have anyone to take care of other 
chl Idmn* 

2* Could not miss work or school* 

3* Did not have a way to get clinic or doctor's 
of f I CO* 

4* No local doctors, midwives, or nurses* 

5* Could not get a doctor, midwife, or nurse to 
see them* 

6* Did not kncv where to go for core* 

7* Felt the wait In the doctor's office or 
cl Inic was too long* 

P. Felt the office hours were not convenlant* 

9* Could not get an appointment earlier In 
pregnancy* 

10* Cannot speak English very welt and could not 
find anyone who spoke their language* 

11* Did not think It was Important to see a 
doctor, nurse, or another r^edlcal person 
earlier cr more often* 

12* Did not want to think about being pregnant* 



13. Hod too many other problons ' < worry about 
getting care. 

14. Did not know that they were pregnant. 

15. Not sure that they wanted to have the baby so 
didn't go to a doctor, midvflfe, or nurse. 

16. Knew what to do since they had been pregnant 
before. 

17. Were a little afraid of jtv^dlcal tests and 
examinations. 

18. Were afraid to f In^ out the/ were pregnant. 

19. Did not want to tell bab^''s father, parents, 
or other fami ly members. 

20. Did not like the doctor's or nurse's 
attitudes. 

21. Thought they might have problems with the 
Immigration people. 

22. Did not have enough money to pay for visits^ 

23. Hoi eligible for Medicaid. 

24. Had problems with Medicaid. 
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BArriers to Eariier or More Frequent Prenatal 
Care Cited by Medicaid Redpiento and 
Uninsured Women at Participating Hospitals 



Table Xf f.3: 



Total 
Alobama 



Host Important Barriers to Prgnotal Care fur Wcmon Who Obtained 
Insufficient Care, by Pcrtlclpating Hospital (1986-87) 





Total 




Berrlers cltod^ (percent) 








State/ 


Connunlty no. of 




Logi si* Ica'/health services 








hospital 


type Vtomen 1 


2 


3 4 5 6 7 ( 


3 9 


10 


2\ 



4.77 2.0/ 6.89 0.55 2.48 3.03 2.89 0.28 3.86 0.28 0.14 



Cooper Green Midsize 

Huntsv'llle Midsize 
Baptist Medical 

Center Midsize 
Vaughan Regie i\ 

Medical Center Rural 

Edge Memorial Rural 



20 JO. 00 10.00 15.00 
14 . . 21.43 



16 



5.56 5.56 5.56 



8.82 2.94 B.U 2.94 
. 37.50 



5.56 
2.94 



California 



Los Angeles County- 
USC Medical 

Center Urban 148 

Mefnorial Medical 

Center I'rban 1 1 

Kern Medical, 

Center Midsize 27 

Sutter Coomjnlty Midsize 13 
El Centro 

Community Rural 10 

Uklah General Rural 9 



4.73 1.35 4.73 0.68 3.38 6.76 1.35 
. 9.09 



3.70 
23.08 



7.41 



. 15.38 
10. 00 20.00 



9.46 0.68 0.68 



3.70 



Georg ' a 

Grady Memorial Urban 
Oeorgla Bapt 1 st 

Medical Center Urban 
Medical Center 

(Coluflfibus) 



Center 
*'^tcr Regional 
Glynn'Brunsw Ick 

Memorial 



Midsize 



Midsize 
Rural 



61 
5 



6.56 1.64 6.56 



17 11 .76 5.8 

18 5.56 



1.64 3.28 1.64 1.64 
20.00 

. 5.88 

5.56 . 5.56 



5.88 
5.56 



19 



5.26 



I illnols 



Cook County Urban 

Ingal Is Memor lai Urban 
St. Francis 

Medical Center Midsize 

Rockford Memorial Midsize 
Msmorlal Hospital 

warbondaio) Ciurat 
Sara 8u$h Lincoln 

Health Center Ru'-al 
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Appendix Xn 

Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



Barriers cttod^ (percent) 



Women's attttu<ios, beliefs ond experiences 



11 11 1± 12. ilil iiilII20222324_ Other problOT 
2.34 1.65 I '9 14.60 2.62 3.44 1.24 2.20 2.75 1 .38 16.53 0.28 1.93 2.89 17.65 



F Inenclng 



5.00 



30.00 
7.14 7.14 



14.71 
6.25 



28.57 
16.67 



17.65 
12.50 



25.00 
7.14 28.57 



. 26.47 
6.25 31.25 



3.38 
9.09 
7.41 



10.81 



3.70 14.81 
. 38.46 



2.03 2.70 2.03 1 .35 
18.18 9.09 
7.41 



7.69 



. 10.00 

11.11 11.11 



.64 1.64 3.28 14.75 1 .64 1.64 

. 20.00 

5.88 . 11 .76 

. 11.11 5.56 16.67 5.56 

9.09 . 27.27 9.09 9.09 



10.00 



27.03 
27.27 
33.33 



20.00 
33.33 



2.03 4.05 10.81 
9.09 9.09 9.09 



3.70 7,4} 7.41 
. 15.38 



. 10.00 10.00 
11.11 . 11.11 



.64 1 .64 



. 11.11 
9.09 18.18 



13.11 1.64 
40.00 



11.11 
9.09 



4.92 27.87 

. 20.00 

11.76 35.29 

. 16.67 

9.09 



15.79 5.26 



4.65 18.60 2.33 11.63 4.65 6.98 
. 50.00 



52.63 



2.33 11.63 
25.00 



25.00 
6.67 26.67 6.67 



22.22 



12.50 



12.50 
13.33 



6.67 

5*56 5.56 5.56 22.22 
. 12.50 . 12.50 



9.30 
25.00 



. 37.50 
6.67 6.67 



5.56 
37.50 



ERIC 



Page 153 



54 



GAO/HIU>87.137 Prenatal Care 



Appendix XII 

Barriers to Earlier or More Frequent Prenatal 
Care Oted by Medicaid Recipients and 
Uninsnred Women at Participating Hospitals 



state/ 
hospttol 

Maine 

Kennebec Vol ley Medical 

Center 
Eastern Maine Medical 

Cenler 



Tota I Carriers cited" (percent) 

Comonlty no. of Log! st Ical/hea Ith services 

type Wotnen 2. LliLi 

Rural 2 

Midsize 4 ........... 



Massachusetts 



Brigham end Wcfren's 
Bostco City 



Urten 
Urtan 



14 

11 



7.14 
18.18 



New York 

Her I en Hospital Center Urtan 34 
Col unb I a-Presby terl an 

Medical Center Urban 30 

Crouse-lrving Memcrlal Midsize 2 

St. Joseph's Midsize 4 

Chi Idren's Midsize 10 

Benedictine Rural 2 

Auburn Mecfiorlal Rural 6 



2.94 11.76 2.94 



50.00 



16.67 



5.88 

3.33 10.00 
10.00 



5.88 



Virginia 



Charleston Area Hodlcal 

Center Midsize 25 

Cabell Huntington Midsize 6 

Bluefleld Connunlty Rural 20 

United Hospital Center Rural 9 



25.00 
11.11 



4.00 4.00 
5.00 



8.00 
16.67 
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Appendix XII 

Barriers to Earlier or More FVequent Prenatal 
Care ated by Medicaid Recipients and 
Uninsured Women at Participating Hospltalo 



Byrlers clted^ (p^rcwit) 



Women's attltudos, b»Hefs, and axperlonces 



Financing 



11 11 nil 11 IP 11111120 22^23^24^ Other p roblem 



50.00 



25.00 



9.09 



7.14 14.29 . . 7.14 

9.09 18.18 



. 14.29 
. 18.18 



. 50.00 
. 25.00 . 25.00 



7.14 7.14 7.14 14.29 
9.09 



5.88 . 8.82 14.71 5.88 2.94 

. 6.67 . 13.33 13.33 3.33 

50.00 
25.00 
10.00 
50.00 



30.00 
50.00 



i.33 



2.94 
3.33 



25.00 
10.00 



36.00 4.00 4.00 
25.00 



16.67 



8.00 



2.94 5.88 
3.33 6.67 

20.00 
33.33 



5.88 



14.71 
36.67 



50.00 
10.00 



4.00 
. 33. j3 

5.00 

33.33 !,.n 11.11 



. 16.00 

. 33.33 

5.00 5.00 30.00 

11.11 . 22.22 
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Appendix Xn 

Barriers to Earlier or More Fre<iuent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participating Hospitals 



^ey to barriers cited by women: 

!• Did not have anyone to take core of other 
chl Idren. 

2* Could not miss work or school* 

3. Did not have a way to get clinic or doctor's 
of f I ce. 

4. No local uoctcrs, midwives, or nurses. 

3* Could not gat a doctor, midwife, or nurse to 
see them. 

6. Did not know where to go for care. 

7. Kelt the wait In the doctor's office or 
ci In Ic w£S too long. 

8. Felt the office hours were not convenient. 

9. Could not get an appointment earlier In 
pregnancy. 

10. Cannot speak English very well and could not 
find anyone who spoke their language. 

11. Did not think It was Important to see a 
doctor, nurse, or another medical person 

12. Did not want to think ^^ouf being pregnant. 



13. Had too many other problems to worry about 
getting care. 

14. Did not know that they vere pregnant. 

15. Not sure that they granted to have the baby so 
didn't go to a doctor, midwife, or nurse. 

16. Knew what to do since they had been pregnant 
before. 

17. Were a little afraid of medical tests and 
examinations. 

18. Were afraid to find out they were pregnant. 

19. Did not want to tell baby's father, parents, 
or other fwnlly members. 

20. Did not like the doctor's or nurse's 
attitudes. 

21. Thought they might have problems with the 
Immigration people. 

22. Did not have enough money to pay for visits. 

23. Not eligible for Medicaid* 

24. Had problems with Medicaid. 
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Appendix XIII ^ 

Demographic Data on the Women Interviewed, 
by Hospital 



Data on the characteristics of women interviewed at each of the 39 hos- 
pitals participating in the study are presented in tables XIII. 1 and XIII.2. 
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Appendix Xm 

Demographic Data on tlie Women 
Interviewed, by Hospital 





Table Xill.l: 










Intervlowd Work^ by Insurance Status, E<]ucotlon, ond Pisco 




of Most Car© for Each Partlclpat 


Ing Kosplta 


(1986-87) 




Figures, except In last column 


t are percents. 












Insurance status 




Education 




State/ 






Some high 


Graduated 




hospital 


^4ed Icald 


Un Insured 


0-8 years 


school 


high school Col lege 


Totals 


52.29 


47*71 


14.00 


35*44 


29*82 


20.74 


A lob ana 














Cooper Green 




85* 71 


14*29 


22*86 


42*86 


20.00 


Huntsvl 1 le 


26*32 


73*68 


?*26 


36*84 


15.79 


42.11 


Baptist Medlcel Center 


50*00 


50*00 


4*55 


40*91 


31.82 


22.73 


Voughen Regional Koolcal 














Center 


64*44 


35* 56 


4*44 


42*22 


33*33 


20.00 


Edge Memorial 


54 * 1 7 


45 *83 




37. 50 


41*67 


20.83 


Cal Iforn la 














Los Angeles County - 














use Medical Center 


5*64 


94*36 


42*56 


24*62 


17*95 


14.87 


MecnorlAl Medical Center 


70* D9 


i9*41 




23*53 


47*06 


29.41 


Kern Medical Center 


51 *28 


48*72 


23*08 


38*46 


25*64 


12.82 


Sutter Ccoiraunlty 


96*15 


3*85 


3*85 


11 *54 


23*08 


61 .54 


El Centro Coflvtiunlty 


73*68 


26*32 


15*79 


36*84 


26*32 


21.05 


UKIah General 


100*00 






38*89 


38.89 


22.22 


Georgia 














Grady Mecorlal 


60*24 


39*76 


2*41 


39*76 


32*53 


25.30 


Georgia Baptist Medical 














Center 


16*67 


83*33 




16*67 


33.33 


50.00 


Medical Center (Coluffi>us) 


42*31 


57*69 


3*85 


42*31 


38.46 


15.38 


Memorial Medical Center 


78*26 


21*74 


8*70 


56*52 


30.43 


4*35 


Sumter Regional 


60*87 


39*13 


8*70 


56*52 


26.09 


8*70 


Glynn-Brunswick Mercrlal 


41*67 


58*33 


4*17 


41*67 


3 ^50 


16*67 


1 II Inols 














Cook County 


27*87 


72*13 


37*70 


37*70 


18.03 


6.56 


Ingal Is Memorial 


100*00 






?5*00 


50.00 


25.00 


St. Francis Medical Center 


64*29 


35*71 


7*14 


42*86 


21.43 


28.57 


Methodist Medical Center 


80*00 


20*00 


40*00 


20*00 




40.00 


Rockford Memorial 


55*88 


44*12 




47*06 


29.41 


23.53 


Meinorlal Hospital 














(Carbondale) 


89*47 


10*53 


2*63 


42*n 


39.47 


15.79 


Sara Bush Lincoln Health 














Center 


76*47 


23*53 




35*29 


35.29 


29.41 
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Demographic Data on the Women 
Interviewed, by Hospital 





Place of most prenotol core 




Hosprtoi 


Local health Doctor's Midwife Ccrablnotloo/ Total 


cl InTc 


departiDent 


office 


service other 


f>0. 


24.98 


34.14 


30.86 


0.43 7.00 


1 1 57 


2.86 


88.57 


5.71 


2.86 


35 


• 


• 


89.47 


• 


19 




50.00 


45.45 


• 


22 




42.22 


55.56 


2.22 


45 




4.17 


91 .67 




24 


9.74 


68.21 


11.28 


0.51 4.62 


195 


5.88 




76.47 


5.88 


17 


33.33 


2.56 


30c 77 


28.21 


39 


3.85 




92.31 


3.85 


26 




5.26 


94.74 




19 


• 




94.44 


5.56 


18 


56.63 


31.33 


6.02 


3.61 


83 


75.00 


8.33 


16.67 




12 




65.38 


26.92 


3.85 


26 


17.39 


21.74 


56.52 




23 




95.65 


4.35 




23 




29.17 


62.50 




24 


44.26 


36.07 


6.56 


1.64 11.48 


61 


25.00 




75.00 




4 


50.00 




35.71 


M.29 


14 


60.00 




40.00 




3 


35.29 


8.82 


50.00 


5.88 


34 


5.26 


2.63 


23.68 


68.42 


38 






94.12 


5.88 


17 
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Demographic Data on the Women 
Interviewed, by Hospital 



Stoto/ 
hospital 



Insurance status 



Educat Ion 



Saw high Graduatod 
Medicaid Uninsured 0*8 years school high school Col lege 



Totals 
M«lno 



Kennebec Valley Medical 



C nter 


55.56 


44.44 




11 .11 


44.44 


44.44 


Eastern Maine Medical 














Center 


90.00 


to. 00 




20.00 


70.00 


10.00 


Massachusetts 














Brigham and Women's 


82.86 


17.14 


20.00 


54.29 


20.00 


25.71 


Boston City 


62.50 


37.50 


6.25 


43.75 


31 .25 


18.75 


New York 














Harlem Hospital Center 


69.77 


30.23 


6.98 


46.51 


30.23 


16.28 


C 0 1 umb 1 a -P re St- y t er 1 a n 














Medical Center 


78.05 


21 .95 


7.32 


31.71 


29.27 


31.71 


Crouse-lrvlng Me<norlal 


100.00 






50.00 


37.50 


12.50 


St. Joseph's 


100.00 




12.50 


37.50 


12.50 


37.50 


Children's 


93.75 


6.25 


6.25 


25.00 


43.75 


25.00 


Benedictine 


64.29 


35.71 




57.14 


28.57 


14.29 


Auburn Memorial 


87.50 


12.50 


6.25 


43.75 


43.75 


6.25 


West Virginia 














Charleston Area Medical 














Center 


52.63 


47.37 




36.84 


47.37 


15.79 


Cobel 1 Huntington 


44.00 


56.00 


4.00 


32.00 


32.00 


32.00 


Bluefield Cocminity 


66.67 


33.33 


7.69 


35.90 


41 ,03 


15.38 


United Hospital Center 


68.75 


31 .25 


6.25 


37.50 


12.50 


43.75 
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Appendix XIH 

Demographic Data on the Women 
IntervieKed, by Hospital 



Place of fnost prenatal care 

Hospital Local health Doctor • s Mid»^ Me Cornblnat ion/ Total 



cl Inic 


department 


office 


service other 


no. 


n .11 


33.33 


55.56 




9 


10.00 


30.00 


60.00 




10 


57. U 


40.00 


2.86 




35 


50.00 


37.50 




12.50 


16 


48.84 


41.86 


2.33 


2.33 


43 


78.05 


7.32 


7.32 


2.44 


41 


62.50 


12.50 


25.00 




8 


75.00 


12.50 




12.50 


8 


25.00 


25.00 


25.00 


lb. 75 


16 


35.71 


21.43 


35.71 


7.14 


14 




75.00 


25.00 




16 


68.42 


\ .53 


13.16 


7.89 


38 


12.00 


60.00 


24.00 


4.00 


25 


25.64 


17.95 


53.85 


2.56 


39 






81 .25 


18.75 


16 
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Appendix Xm 

Demographic DatA on the Women 
Interviewed^ by Hospital 



Table XtH,2- 



lntorvld>f»d Wqrwn By Hatwnol Ago, Roco, and Birth Wolqht for Each 
Participating ^tespltal (1986-87) 



Figures, except for last coliwin, are percents. 



Maternal oge 



State/ 

hnvi i + mI 
iKjif} I TO I 


< 1 8 


1 8'"1 9 


20-24 


25-29 


30-34 


35+ 


Total 


10.46 


15.56 


37.34 


22.13 


10.20 


4.32 


Alabana 














Cooper Green 


8.57 


8.57 


48.57 


25.71 


8.57 


• 


Hunt«v 1 1 Im 


10.53 


26.32 


47.37 


10.53 


5.26 


• 


BJ^tlst Hedlcal Center 


9.09 


1 3.64 


27.27 


22. 73 


1 3 .64 


1 3.64 


VAimhnn Pjw^lf^nj*! 














Center 


1 5.56 


22.22 


31.11 


1 7.78 


6.67 


6.67 


EdQe Homorlal 


20.63 


8.33 


1 6.67 


37.50 


1 2 .50 


4.17 


Ca 1 1 forn la 














Los Angeles County- 














USC Medical Center 


7.18 


11.79 


30.77 


29.74 


14.87 


5.64 


Manorial M©<JIcal Cenler 




17.65 


35.29 


23.53 


23.53 




Kern Medlcel Center 


7.69 


10.26 


41.03 


30.77 


5.13 


5.13 


Sutter Corvnunlty 


11.54 


3.85 


46.15 


26.92 


11.54 




El Centro Comnunlty 


10.53 


5.26 


42.1 1 


21.05 


10.53 


10.53 


Uklah General 


5.56 


16.67 


44.44 


27. ■'8 




5.56 


Georgia 














Grady Memorial 


15.66 


9.64 


40.96 


20.48 


8.43 


4.82 


Georgia 8aptlst Medical 














Center 




8.33 


41.67 


33.33 




16.67 


Medical Center (Coluribus) 


23.08 


7.69 


46.15 


7.69 


11 .54 


3.85 


Memorial Medical Center 


21.74 


13.04 


30.43 


8.70 


17.39 


8.70 


Sumter Reoloo'tl 


17.39 


26.09 


34.78 


17.39 


<.35 




Glynn*6runSMlcK Mennrlal 


8.33 


29.17 


33.33 


29.17 






1 i ilnols 














Cook County 


29.51 


16.39 


27.87 


16.39 


8.20 


1.M 


Ingal Is Memorial 




25.00 


i5.00 


50.00 






St. Fronds Medical Center 




42.86 


28.57 


7.14 


14.29 


7.14 


Methodist Medical Center 




20.00 


20.00 


40.00 


20.00 




Rockford Memorial 


8.82 


26.47 


41.18 


14.71 


8.82 




Memorial Hospital 














(Carboodalo) 


13.16 


23.68 


44.74 


10.53 


5.26 


2.63 


Sara Bush Lincoln Health 














Center 


5.88 


29.41 


41 .18 


17.65 


5.88 





16? 
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Demographic Data on the Women 
Interviewed, by Hospital 





Race 




8Irth weight 












Not 


Very ion 




White 


61 ock 


Htsponic 


Other 


lOM 


or low 


Totol 


36.39 


33.36 


28.78 


1.47 


88.50 


11.50 


1 ) 57 


40.00 


57.14 




2.86 


80.00 


20.00 


35 


47.37 


47.37 




5.26 


89.4 7 


10.53 


19 


18. )8 


81.82 






81.82 


18.18 


22 


J3.33 


86.67 


• 




93.33 


6.67 


•;5 


37.50 


62.50 






100.00 




24 


2.05 


5.!3 


90.77 


2.05 


90.77 


9.23 


195 


52.94 


17.65 


29.41 




70.59 


29.41 


17 


23.08 


12.82 


61 .^4 


2,56 


92.31 


7.69 


39 


69.23 


7.69 


3.85 


19.23 


80.77 


19.23 


26 




5.26 


94.74 




100.00 




19 


77.78 




5.56 


16.67 


88.89 


11.11 


18 


21.69 


77.11 




1.20 


87.95 


12. C5 


83 


66.67 


33.33 






100.00 




12 


46.15 


53.85 






92.31 


7.69 


26 


17.39 


78.26 


4.35 




78.26 


21.74 


23 


13.04 


82.61 


4.35 




91.30 


8.70 


23 


58.33 


41 .67 






91 .67 


8.33 


24 


1.64 


47. '>4 


50.82 




95.08 


4.92 


61 




100.00 






100.00 




4 


78.57 


21 .43 






78.57 


21.43 


14 


80.00 


20.00 






100.00 




5 


64.71 


32.35 


2.94 




76.4 7 


23.53 


34 


71.05 


28.95 






84.21 


15.79 


38 


88.24 


11.76 






82.35 


17.65 


17 
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Demographic Data on the tVomen 
Interviewed^ by Hospital 



Maternal age 

State/ 



hosp ( ral 


< 18 


16-19 


2 O'"*.^ 


25*29 


30-34 


35+ 


Maine 














Kennebec Valley Medical 














Ceflter 






33.33 


33.33 




33.33 


Eastern Maine Medical 














Center 


lO.X 


10.00 


50.00 


lO.OO 


20.00 




Mossochusetts 














Brighora and Women's 




r.14 


42.86 


14.29 


22.36 


2.86 


Boston City 


12,50 


12.50 


37.50 


37.50 






New York 














Harl«n Hospital Center 


4.65 


13.95 


30.23 


32.56 


9.30 


9.30 


Col umb 1 a-Presby ter 1 an 














Medical Center 


2.44 


19.51 


4) .46 


14.63 


17.07 


4.88 


Crouse-lrving Manorial 


12-50 


12.50 


25.00 


25.00 


25.00 




St. Joseph's 




12.50 


62.50 


12.50 




12.50 


Chi Idren's 


!2.50 


18.75 


18.75 


31 .25 


18.75 




Benedictine 


7.14 


21.43 


28.57 


21.43 


14.29 


7.14 


Aubu'^n Meoxxlal 




12.50 


37.50 


3. .25 


6.25 




Mast Virginia 














Charleston Area ^.^dlcal 














Center 


5.26 


28.95 


39.47 


15.79 


7.89 


2.63 


Cabol 1 Hunt 1 ngton 


8.00 


12.00 


64.00 


8.00 


4.00 


4.00 


Bluefleld Coowjnlty 


12.82 


7.69 


56.41 


15.38 


5.13 


2.56 


United Ho^»pltal Center 


6.25 


25.00 


31.25 


31 .25 


6.25 
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Demographic Data on the Women 
"interviewed, by Hospital 



Race Birth weight 

Not Very low 

Tfhite Bl xk Htspan ic Other l<> or low ^otal 



100.00 






. 88.89 


1^ .11 


9 


100.00 






. 80.00 


2^.00 


10 


28.57 


22.86 


45.71 


2.86 91.43 


8.57 


35 


12.50 


68.75 


18.75 


. 68.75 


31.25 


16 


2.33 


46.51 


51.16 


86.05 


13.95 


43 


4.83 


21.95 


73.17 


. 87.80 


12.20 


41 


75.00 


25.00 




. 62.50 


37.50 


8 


100.00 






. 100.00 




8 


25.00 


68.75 


6.25 


. 87.50 


i?.50 


16 


85.71 


7.14 


7.14 


. 92.86 


.14 


( <» 


100.00 






. 93.75 


6.25 


16 



89.47 


10.53 


89.47 


10.53 


38 


96.00 


4.00 


. 92.00 


8, CO 


25 


84.62 


15.38 


. 92.31 


7.69 


39 


93.75 


6.?5 


. 87.50 


12.50 


16 



ERIC 



Page 166 



166 



GAO/HRD^7-137 Prenatal Care 



Appendix XIV 



State and Local Programs to Improve Access 
to Care 



Through various programs, states and localities we visited are attempt- 
ing to address some of the barriers women face in obtaining prenatal 
care. The barriers most often cited by the women we interviewed 
included financial obstacles, particularly a lack of money to pay for pre- 
natal care; educational and/or attitudinal barriers, particularly not 
knowing that they were preg ant; and logistical problems, particularly 
lack of transportation. Some programs being carried out to address 
these barriers in the states we visited are discussed below. These pro- 
grams represent only examples of programs in these states; they do not 
represent all such programs being carried out. Further, we did not 
attempt to evaluate any of the programs; therefore, y ^ make no judg- 
ments as to whether any particular program is more effective than any 
other. 



Programs Providing 
Comprehensive 
Services That Address 
Lack of Money 



Illinois Prenatal Care The Illinois Department of Public Health provides subsidized prenatal 

Projects c^^^ through a variety of programs, including prenatal care projects, 

funded by state funds as well as the mch block grant. The projects serve 
the medically indigent who are not eligible for Medicaid and provide 
comprehensive prenatal care services including social and nutrition, 
health education, outreach, and follow-up services. Providers are reim- 
bursed at the same rate as Medicaid providers, but according to a 
Department of Public Health official, the paperwork is less and the turn- 
around time for reimbursement quicker, diminishing the reluctance of 
providers to treat low-income women. During the 6-year life of this pro- 
gram, statistics have shown the projects to be providing care to women 
in need of subsidized prenatal care. The iiicidence of low birth v/eight 
has decreased to 8 percent, which is low for this high-risk population; 
missed prenatal appointments have steadily decreased from 15 percent 
the first year to 11 percent the sixth year; and the percentage of women 
beginning care in the first trimester has increased from 29 to 49. 
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In Illinois, the objectr^e of Families with a Future is to reduce perinatal 
risk by providing comprehensive and coordinated services in 31 areas 
with high infant mortality throughout the state. The p *ogram includes 
case management, outreach, education, and support services as well as 
medical care. 



Illinois authorizes problem pregnancy grants to provide and coordinate 
medicjJ, educational, and social services to vi^omen at risk of initial or 
repeat problem pregnancies. All women with problem pregnancies are 
eligible for services, with those ineligible for Medicaid given priority. 
Services include prenatal care, nutrition and social services, employment 
and vocational counseling, special sarvices to enable pregnant teens to 
continue their education, residential care for pregnant teens, outreach, 
and follow-up. 



Illinois Parents Too Soon Parents Too Soon, a coordinated statewide program in Illinois, is 

designed to reduce teenage pregnancy and mitigate the health risks for 
pregnant teens. Through 125 community-based projects, this program 
addresses the medical and social needs of teenagers, including prenatal 
care and awareness education. According to state evaluati ns, to date 
the success of the program has been measured by a decrease in low birth 
weight for its clients, a reduction in the incidence of infant mortality 
among program participants, and a lower percentage of repeat teen 
pregnancies. 



Massachusetts operates a state-funded program that provides compre- 
hensive prenatal care to low-income women who (1) have no health 
insurance, (2) are not eligible for Medicaid, and (3) have incomes no 
greater than 185 percent of the federal poverty level. Healthy Start 
pays for up to J 4 prenatal visits, delivery, hospitalization for the mother 
and the newborn, and one postpartum visit. In addition, it provides sup- 
port services, including nutrition services, prenatal and parenting 
classes, counseling, family planning, laboratory and pharmacy services 
lated to pregnancy, and interpreter services. 



New York Prenatal Care New York operates a state-funded progrijn that provides comprehen- 
and Nutrition Program ^^^^ prenatal care to low-income women who (1) have no health insur- 

ance, (2) are not eligible for Medicaid, and (3) have incomes no greater 
than 185 percent of the federal poverty level. The Prenatal Care and 



Illinois Families With a 
Future 



Illinois Problem Pregnancy 
Grants 



Massachusetts Healthy 
Start Program 
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Nutrition Program pays for prenatal visits, laboratory work, diagnostic 
testing, social services, nutritional and genetic counseling, and a post- 
partum visit. In addition, providers are required to establish linkages 
with local hospitals to ensure that a patient liai5 a prearranged site for 
delivery. 



New York Maternal and The Maternal and infant Care Projects, operated only in New York City 
Infant Care Projects "^^^^ County by the respective departments of health and funded by 

the state through the mch block grant, provide comprehensive pre- and 
postnatal service to low-income women where low birth weight and 
infant mortality rates are excessive. To be eligible for these projects, 
women must have inco^ies no greater than 185 percent of the poverty 
level and be either uninsured or on Medicaid. 



Through the Certified Nurse-Midwifery Program, Georgia provides pre- 
natal and obstetrical services for low-risk maternity patients in 7 of its 
19 health districts. To qualify for the nurse-midwifery program, the 
patient must be ineligible for Medicaid, be low risk, and have an income 
of no more than 200 percent of the federal poverty level. Care is pro- 
vided by about 20 nurse-midwives through local public health depart- 
ments or through subcontract with local hospitals. The program, begun 
in 1973, is funded entirely by the state. 



In Georgia, the Maternal High Risk Pregnancy Program is a statewide, 
state-funded urogram that offers care for medically indigent, high-risk 
pregnant women who are not eligible for Medicaid. It offers a financial 
assistance package for use by health districts in providing high-risk pre- 
natal care, hospital delivery, and newborn care to women and th^ir 
infants who are at significant medical risk. 



West Virginia Maternity West Virginia's MaU^nity Services Program serves low-income women, 
Services Program including some who are Medicaid-eiigible. Through the use of mch block 

grant funds and state monies, 48 community-based providers offer pre- 
natal care to uninsured women whose income is at or below 150 percent 
of the federal poverty level. Where patient volume permits, this pro- 
gram also sen'es Medir^aid recipients in areas of the state where the 
Medicaid card is not accepted for prenatal care. Prenatal care offered 
through this program includes pregnancy testing and/or confirmation; 



Georgia Certified Nurse- 
Midwifery Program 



Georgia Maternal High 
Risk Pregnancy Program 
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clinical services such as the initial workup, laboratory testing and coun- 
seling; prenatal education classes; delivery and hospitalization; and fol- 
low-up services, including a postpartum/family planning visit and 
referral u** the child fur peuialric healLh services. The prenatal care ib 
based on a prograir protocol that adheres to aCOG minimal standards of 
obstetrical care. 



California Community- 
Based Comprehensive 
Perinatal Services 
Program 



California's statewide Community-Based Comprehensive Perinatal Ser- 
vices Program, supported by the mch block grant, is a community-based 
system of comprehensive perinatal care providing care and services to 
under-served, low-income pregnant women and their infants. The pro- 
gram is a result of a state-sponsored initiative — the OB Access Pilot Pro- 
ject (see p. 60). The perinatal services funded imder the program include 
medical examinations nutritional counseling, health education, 
psychosocial services for pregnant women, and some follow-up care for 
the mother and infant. In addition, support is provided to contractors 
for community education and outreach, consultation, evaluation, in-ser- 
vice training for perinatal care staff, ano the de*/elcpment of local direc- 
tories of available services for pregnant women. 

Th'^ program was operating in all five California counties that we visited 
duririg cur review, '^'wo of the program contractors — the Maternal and 
Child Outreach Program and the American River Hospital Teen Clinic — 
placed emphasis on a specific population, and one in El Centro offered 
extensive outreach services. 



The Maternal and Child Outreach Program in Kern County, California, 
which places prime v emphasis on the identification and follow-up ')f 
high-risk pregnancies and infants, uses a case manager approach for 
monitoring individual care plans for all obstetric patients and provides 
nutritional assessment and moni^^^oring, as w^ll as psychosocial assess- 
ment and counseling. Daytime prenatal and parenting classes, an inte- 
gral part of the Maternal and Child Outreach Program, are coordinated 
with the patient's prenatal visits to facilitate class attendance, and 
classes are held in both English and Spanish. From the inception of the 
program in 1978 to 1984, the average infant birth weight for Maternal 
and Child Outreach Program patients rose from 6.9 to 7,8 pounds; the 
average number of prenatal visits increased from 4 to 8.9; and the a^^er- 
age week of first visit dropped from 22 to 16.5 gestation weeks. 

The American River Hospital Teen Clinic in Sacramento County, Califor- 
nia, operates an Adolescent Maternity Project under a Community- 
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Based Comprehensive Perinatal Services Program grant and provides a 
complete program to teens seeking contraceptive services, as well as 
prenatal and postpartum care. The clinic provides van transportation to 
appointments from the local schools and has an on-site Special Supple- 
mental Food Program for Women, Infants, and Children. To encourage 
adolescents to seek early prenatal care, it maintains an outreach and 
networking program in the community, which includes presentations at 
local schools and community agencies, attendance at local school health 
fairs, and sponsorship of an annual teen health fair to promote teen 
wellness and make teens and their families more aware of available 
health and social e;ervices. 

The Economic Opportunities Commission, the Community-Based Com- 
prehensive Perinatal Services Program contractor in El Centre, not only 
provides women in Imperial County with comprehensive perinatal ser- 
vices, including medical, nutritional, psychosocial, and educational ser- 
vices, but also operates the only prenatal outreach program in the 
county. Outreach activities include (1) making presentations to commu- 
nity groups regarding the services offered to pregnant women and the 
importance of prenatal care and (2) participating in various local fairs, 
at which bilingual literature and ' ochures describing the program's ser- 
vices are distributed. 

Many of the Economic Opportunity Commission's outreach activities 
have been directed at the teenage population. For example, when partic- 
ipating in high school health fairs during fiscal years 1984 and 1985, the 
program presented skits dramatizing teenage pregnancy problems and 
solutions and distributed a bilingual brochure containing information 
about physical and medical conditions pertinent to teenagers, including 
pregnancy, and listing phone numbers teens can call to get more infor- 
mation. Before fiscal year 1984, statistics indicated that pregnant teen- 
agers who went to Imperial County's Economic Opportunity Commission 
sought prenatal care for the first time at 23 weeks gestation. After the 
fairs were completed, pregnant teenagers came for their first prenatal 
visit at an average of 13 weeks gestation. 



California Adolescent California's Adolescent Family Life Program is a 3-year demonstration 

Family Life Program ^ management/networking method for providing comprehensive 

coordinated services to pregnant adolescents and teen parents. Funded 
in part tnrough the mch block grant program, the goals of the program 
are to (1) reduce the rate or incidence of poor pregnancy outcomes in 
women aged 17 and under, (2) improve the health, education, and 
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employability of pregnant adolescents and school-age parents, and (3) 
assure adequate health care for their babies. The service system, which 
involves participation of school districts and public and private health 
and social service providers, includes case management services and 
outreach to pregnant adolescents, young fathers and fathers-to-be, and 
their families. Services provided by the program include pregnancy test- 
mg; education on parenthood; primary and preventive medical services; 
pediatric health care for infants and children of adolescent participants; 
nutrition assessment and counseling; health education; psychosocial ser- 
vices; infant and child care placement; and vocational, academic, and 
educational counseling. 



Charles Henderson Child The Charles Henderson Child Health Center in Troy, Alabama, operates 
Health Center, Troy, teenage pregnancy programs. To reduce the number of teen 

Alabama ' ' pregnancies in Pike County and ensure the best possible outcome for 

mother and child when pregnancies occur, the Adolescent Family Life 

program provides 

• prenatal and child medical care , including familiarization with labor and 
deliverj% birth control, venereal disease, nutrition, and child care, as 
well as regularly . jheduled examinations at a weekly teenage pregnancy 
clinic: 

• educational and vocational services, with two school systems in Pike 
County participating in a program to help mothers obtain at least a high 
school education; and 

• counseling to help the teen in her relationships with parents and peers 
and in preparation for delivery. 

Care and counseling continue after delivery with medical check-ups for 
m.other and child and in weekly teen/tot clinics that combine pediatric 
care with continued education in child development for the mother. The 
program is funded through the federal adolescent family life demonstra- 
tion projects and patient fees, which are based on a sliding scale. No one 
is denied service because of inability to pay. 

Under the Rural Health Initiative Consortium, the Troy child health 
center manages adolescent clinics located in four Alabar a counties. The 
program provides prenatal care through family practitioners at family 
care centers and pro^^ram physicians at public health maternity clinics, 
."urthur, high-risk patients from sites within the consortium are referred 
to an obstetrician. Fees for this program also are based upon a sliding 
scale, with no one denied services because of inability to pay. 
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Programs That 
Provide Outreach, 
Information, and 
Support to Address 
Educational and 
Attitudinal Barriers to 
Care 



Illinois Service Directories The Illinois Public Health Association published eight regional directo- 
ries designed as guides to maternal and child health services. Distrib- 
uted through the local health departments, the guides include such 
information as the service provided, chsrges, areas served, and any 
restrictions to the service. 



Alabama Storkline Alabama operates the Storkline program, a toll-free telephone service to 

^rogram advise pregnant v^^omen in Alabama of available services in their locale. 



New York City Pregnancy in February 1985, the New York City Department of Health initiated the 
Healthline Pregnancy Healthline, a city-wide telephone service that provides infor- 

mation and referrals to callers on a wide range of reproductive health 
issues, including prenatal care. Its staff mak<^ direct appointments for 
prenatal care at over 70 health care facilities in New York City. Staff 
follow up on callers who do not keep appointments to assist them in 
overcoming barriers to obtaining prenatal care. 



Perinatal Center at State The Perinatal Center at State University of New York Health Science 
University of New York Center at Syracuse offers various prenatal services, including several 

that provide education and referral to pregnant women. The Center 
developed and published a directory of 88 services for pregnart women 
in Onondaga County. Also, in association with the Onondaga County 
Health Department, it operates the Pregnancy Confirmation Assessment 
Referral Education Program (Pregnancy CARE Program). The purpose 
of this program, established in 1984, is to reduce the incidence of low 
birth-weight infants by (1) promoting early prenatal care and (2) inten- 
sifying care for women found to be at risk of having a lov/ birth-weight 
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infant. The Pregnancy CARE Program has three satellite clinics in Syra- 
cuse that (1) provide pregnancy testing and physical examinations: (2) 
provide prenatal education; (3) make appointments for continuing preg- 
nancy care; (4) transfer records from the satellite clinic to continuing 
care sites; and (5) make referrals to public health nurses, the Special 
Supplemental Food Program for Women, Infants, and Children, Medi- 
caid, or other sources of funding. 



California March of Dimes The March of Dimes launched a media campaign called Mommy Don't 

nationwide and in Los Angeles in November 1986. Its goal is to raise 
public awareness on the iniportance o? health during pregnancy. 
Through media coverage and the distribution of brochures, the cam- 
paign emphasizes the dangers of smoking or taking drugs and alcohol 
while pregnant and the importance of prenatal care. In addition, in los 
Angeles the Healthy Mothers, Healthy Babies Coalition, an informal 
association of more than 30 professional, voluntary, and governmental 
organizations convened by the March of Dimes, was established to foster 
education efforts through collaborative activities and sharing of infor- 
mation and resources. An example of a collaborative effort is the Parent 
Education Program in the Hispanic Community to Improve Maternal/ 
Infant Health, which is jointly sponsored by the Healthy Mothers, 
Healthy Babies Coalition, the Mexican-American Opportunity Founda- 
tion, and the March of Dimes. The program's purpose is to inform the 
Hispanic community of the need for and the role of prenatal care in 
preventing birth defects. It consists of staff and parent education at the 
Mexican-American Opportunity Foundation Child Care Cer ^ers in Los 
Angeles. Speakers are brought into the centers during scheduled parent 
education sessions to provide information on prenatal care, nutrition, 
alcohol and drugs during pregnancy, genetics, sexually transmitted dis- 
eases, and newborn health. The project has reached 450 parents in the 
last year. 



In Massachusetts, the fiscal year 1986 budget provided $100,000 to 
infonn women about factors that produce healthy babies, particularly 
the importance of early, continuous comprehensive prenatal care. One of 
the campaign's primary objectives is to encourage pregnant women to 
enroll in the Healthy Start Program (see p. 16V). According to a state 
official, all materials and strategies are being designed to ensure that 
their message reaches high-risk groups, including minorities and 
adolescents. 
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The Godparent Project The Godparent project, sponsored by the Alabama Cooperative Exten- 

sion Service in Auburn, is designed to link pregnant teenagers with 
adults they can trust to help the teenagers through their pregnancy and 
into parenthood. The Grdparent is responsible for help^'ig the teenager 
find and get to medical care during pregnancy, encouraging her to stay 
in school and not have additional children, and acting as a supportive 
friend and advisor during this crisis period. 



The Rural Alabama Infant The Rural Alabama infant Health Project, funded through a Ford Foun- 
Health Project dation grant in cooperation with the University of Alabama and West 

Alabama Health Services, Inc., is an outreach program offered to all 
indigent expectant mothers living in Greene, Hale, and Sumter coimties. 
It provides complete health care for expectant mothers and infants, 
assistance for expecting mothers in developing parenting and child 
development skills, and a network of support using West Alabama Ser- 
vices' medical staff, other agencies, and home visitors. The prenatal care 
program includes: 



• First-time mother entitlement to services of a home visitor and partici- 
pation in a mothers' support group. The home visitation component con- 
sists of community women who help the pregnant women get into the 
health care system and cou^^sel them. Home visits are made every 2 
weeks during pregnancy. 

• A tracking system and educational class series that are combined with 
the patients' regularly scheduled prenatal visits with the pJiysician. This 
program is devised so that clinical services such as nutrition, education, 
family planning, social work, mental health, and dentistry are available 
to the patient at one visit. 

• A system for referring women to the State Department of Health's Spe- 
cial Supplemental Food Program for Women, Infants, and Children by 
using prearranged referral procedures. 



The Maternal and Infant 
Health Outreach Worker 
Program 



The Maternal and Infant Health Outreach Worker Program, a commu- 
nity-based, health intervention program administered by the Center for 
Healtn Services at Vanderbilt University, Nashville, Tennessee, is being 
carried out in five rural, economically disadvantaged cunununities, two 
of them located in West Virginia. The project is designed to serve women 
who are at risk for problem pregnancies because of low income, few 
community resources, and high degrees of personal stress. Typical ser- 
vice recipients are young women with low incomes, most of whom have 
less than high school educations and many of whom live in dilapidated 
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housing. Through the efforts of lay outreach workers, participants are 
encouraged to obtain prenatal care and receive basic instruction about 
health care during pregnancy. Participants are visited monthly in their 
homes by these workers; through the visits, participants are provided 
with information, emotional support and links to services. Preliminary 
evaluation data collected in 1984, 2 years after the urogram began, indi- 
cate that participants are more likely than a compai xson group to 
receive prenatal care, attend childbirth preparation classes, and use pre- 
natal vitamins. Specifically, 100 percent of the participants received 
prenatal care compared with 92 percent of the comparison group. Simi- 
larly, 98 percent of the participants used prenatal vitamins as opposed 
to 90 percent of the comparison group. Further, while only slightly over 
one fifth of the comparison group attended childbirth classes, over one 
third of the program participants di so. While the sample size was not 
large enough to develop statistically significant data on birth outcomes, 
preliminary data showed slightly fewer stillbirths and low birth-weight 
infants among the program participants in contrast to the comparison 
group. 



Programs That 
Address 
Transportation 
Barriers 



Sacramento County Public 
Health Department 



In 1978/79, the Sacramento County (Californ Public Health Depart- 
ment centralized its Asian refugee medical services at one clinic to main- 
tain continuity of care for the refugee population. The clinic staff, 
realizing that the primary health need of the Asian population it served 
was prenatal care, established a referral service for pregnant Asian 
wom I in the county. Working with a local obstetrician, the clinic 
agreed to provide a translator and transportation for its pregnant 
patients and referral to this local physician for prenatal care. The clinic 
offered this service until March 1987, at which time it discontinued the 
program because the need had decreased; other local ob.'^tetricians had 
begun seeing these Asian patients and had hired their own translators. 
However, the clinic still provides transportation for refugees who are 
new to th^ area on an as needed basis. 



Page 175 



GAO/HRI>87-137 Prenatal Care 



54 



Appendix XIV 

State and Local Programs to Improve Access 
to Care 



Consolidated Tribal Health 
Project 



Another California program that addresses transportation barriers is 
administered by the Consolidated Tribal Health Project, the largest 
health care provider for Native Americans in Mendocino County. The 
project receives funding from HHS' Indian Health Services to cover med- 
ical care for Native Americans who are not Medicaid beneficiaries. The 
project does not provide prenatal care, but refers all its pregnant 
patients to the Ukiah OB-GYN Medical Group for prenatal care. The pro- 
ject provides transportation to and from prenatal visits, and its support 
staff visit picgnant v^omen at home to check on their health and 
encourage therv to go to their prenatal care check-ups. In addition, the 
project's nutrit ionist visits pregnant v^^omen at their homes and dis- 
penses prenatal vitamins. 



Rural Pediatric Program 



A local initiative in the Bangor, Maine, area also addresses transporta- 
tion barriers. The Rural Pediatric Program at Eastern Maine Medical 
Center covers prenatal care and medical expenses for children in rural 
areas v^^ithin a 95-mile radius. Two vans, equipped as medical offices, 
visit each site once a month. According to the center's medical director, 
this program allov^^s patients to receive care in a community setting, 
regardless of their ability to pay. The program has established no eligi- 
bility requirements and no one is denied care. 
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